T“4-1 - s

STATE PLAN UNDER TITLE XIX UNDER THE SOCTAL SRECURYTY j\v::']’;‘"ﬁ/’~
ESTABLISHMENT AND MAINTENANCE OF STATE AND FEDERAL STANDARDS /{}
STATE QF DELAWARE ¢¢(
MEDICAL ASSISTANCE PROGRAM
ATTACHMENT 4,11 -A
STANDARDS FOR INSTITUTIONS
The Diviéion of Public Health establishes and maintains health standards

for private or public institutiens {exclusive of Chrigtian Sclepce Sana-
toria) in which recipients may receive cere or sexrvica,

The Divigion of Public Heallh also estahlishes standards other than those
related Lo health Ffor such dinstitutions. These standards are set in ac-
cordance with Section 1864 (a) of the Social Security Act, Section 1902
(&) of the Social Security Act and Delaware Code Title XVI (various.)
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STATE PLAN UHDER TITLE XIX OF TRE SOCTAL SECURITY ACT

STATE OF DELAWANE ' '!? I 7
o
ATTACEMENT }.16-A s

COOPERATIVE ARRANGENMENTS WITH STATE HEALTH AND

STATE VOCATIORAL REHARILITATION AGENCINS AND WITH TITLE V GRANTEES

The Division of Economic Services has cooperative agreements with the Divieion
of Public Health (vhich is alao the State'n Title V¥ grantee), the Division of
Mantal Health and the Division of Vocaticnal Rehabilitation in accorxdance with
the requirements of L2 CFR 131.615.

~ - Réviged L/1/82




REVISION: HCFA-PM-95-3 (MB) ATTACHMENT 4.17-1

MAY 1985 Page 1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Terrltory: DELAWARE

LIENS AND ADJUSTMENTS OR RECOVERIES

The State uses the following process for determining that an institutionalized individual cannot
reasonably be expected to be discharged from the medical institution and return  home:

A client who has resided in a medical institution for at least sixty (60) consecutive days is
presumed not to be reasonably expected to be discharged and returned home. Transfers
from one medical institution to another do not interrupt the sixty (60) day period.
Accordingly, Delaware Health & Social Services (DHSS) will exercise its right to file a lien
on the real properly.

A pamphlel, which describes the policy, is given to applicants. Further, the policy is
reviewed with the client and/or represeniative during the Medicaid application process. The
policy defines what a lien is, explains the lien will not lead to loss of ownership as a result,
and advises the client or his/her representative of their right to request an appeal through
the fair hearing process.

The following criteria are used for establishing that permanently institutionalized individual's son or
daughter provided care as specifisd under regulations at 42 CFR§433.36(f):

Delaware Health & Social Services (DHSS) shall not seek recovery in the case of a lien
on an individual's home when there is a son or daughter over the age of twenty-one (21)
lawfully residing in the home of the client whom:

a) has resided there for a period of at least two (2) years immediately prior to the
date of the client's admission to a long-term care service;

b) has lawfully resided there on a continuous basis since that time; and

¢) can establish to the Departinent’'s satisfaction that he or she provided

the care and assistance that permitted the recipient to reside in the home rather
than in a long-term care facility.

The son or daughter may demonsitrate having rendered care or assistance that
resuited in a delay in the need for institutionalized care by means of a written
statement from an institutionalized individual’s attending medical ailtending
physician or another person or persons who have personal knowledge of the
living circumstances of the individual. The written statement must indicate that
the individual was able to remain in his or her home because of the care provided
by the child. A written statement only from the child will not satisfy this
requirement.

NOTE: DHSS can seek recovery from other assets in the estale.

TN No. SPA #06-001 Approval Date i{i ; ,&jv)
Supersedes

TN No. N/A Effective Date January 1, 2006




REVISION: HCFA-PM-95-3 {(MB) ATTACHMENT 4.17-1
MAY 1995 Page 2

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Teritory: DELAWARE

3. The State defines the terms below as follows:

o  Estate means all real and personal property and other assets included within an
individual’s estate as provided in the State probale law.

e [ndividual’s home means his or her principal place of residence.

«  Equity imterest in the home means a formal legal imterest such as morlgage or loan.

o Residing in the home for at least one (1) or two (2} years on a continuous basis means
using the home as the principal place of residence.

s Discharge from the medical institution and return home means the release of a person
from a long-term care facility for the purpose of returning fto the home for permanent

residenice or discontinuance of home and community-based services. Individuals must
meet the institutional criteria in order to be eligible for the home and community-based
waiver services (42CFR435.217). Therefore, these services are considered
“institutional”.

o Lawfully residing means residing in the home with the permission of the owner or, if
under guardianship, the owner’s legal guardian.

4. The State defines undue hardship as follows:

in cases of undue hardship, recovery may be waived for the period of the hardship.

Undue hardship exists for certain individuals who have resided in the home of the DHSS
long-term care recipient on a continuous basis for a period of at least two (2) years (twenty-
four consecutive months) immediately prior to the date of the DHSS long-term care
recipient’s admission to DHSS long-term care services.

Individuals eligible for recovery waiver are limited to children, grandchildren, parenis, or
siblings of the DHSS long-term care recipient who meet one of the following conditions:

Receive any Federal or State funded assistance for fiving expenses (examples: SSI, AFDC,
VA Aid and Aftendance) and have no other home to which they can return.

oR

Have fotal family income less than or equal fo 200% of the current monthly Federal Poverty
Limit, and have total family resources that can be converted fo cash less than or equal to
$3,000, including any real property that they own.

TN No. SPA #06-001 Approval DateAERl 32006

Supersedes o
TN No. N/A Effective Date January 1, 2006




REVISION: HCFA-PM-95-3 {MB) ATTACHMENT 4.17-1
MAY 1995 Page 3

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: DELAWARE

OR

DHSS will also not recover if the real property that is held inr ownership with children,
grandchildren, siblings or parents constitutes a business that contributes to the livelihood
of that other individual or his/her dependents or heirs.

in cases of undue bardship, liens against the real property of DHSS long-term care
recipients shall be filed, but a moratorium established on the lien. The moratorium on
imposing the lien on the home will exist as long as the hardship condition continues o be
met and as long as the above-described individuals reside in the DHSS long-term care
recipient’s home on a continuous basis.

NOTE: The waiver for recovery will exist as long as one of the above conditions continues
to be met and as long as the above-described individuals reside in the DHSS lang-term care
recipient’s home on a continuous basis.

5. The following standards and procedures are used by the State for waiving estate recoveries when
recovery would cause undue hardship, and when recovery is not cost effective.

Standards: Same as number 4 above.

Procedures: If a hardship condition is requested and verified when the referral for estate
recovery is received, it is tracked for eight (8) months. If, at the end of eight (8) months,
the hardship condition still applies, the recovery case is closed because Delaware probate
law requires that claims against estates be filed within eight (8) menths of the date of

death.
Not Cost Effective: Criteria for determining cost effectiveness are set forth below in
number 6.

8. The State defines when adjustment or recovery is not cost effective.  The State defines cost

effectiveness as follows (include methodology/thresholds used to determine cost effectiveness.

If there are no resources for burial and the fotal assets in the estate are less than $5,000
then, it is not considered cost effective to pursue because the Stalte’s probate law requires
that funeral expenses be paid first.

If there are resources for burial in the amount of $5,000 then it is considered cost
effective fo pursue if there are assets in the estate.

TN No. SPA #06-001
Supersedes
TN No. N/A

Effective Date January 1, 2006




Revision:  HCFA-PM-95-3 (MB) ATTACHMENT 4.17-A
MAY 1995 PAGE 4

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory; DELAWARE
Liens and Adjustments or Recoveries Continued

7. The State uses the following coliection procedures (include specific elements contained
in the advance action notice requirement, the method for applying for a waiver, hearing
and appeals procedures, and time frames involved):
Delaware Health and Social Services (DHSS) notifies the client in advance by
distributing a pamphilet to the client, guardian, and/or responsible party, outlining estate
recovery procedures, at the time of application to all applicants for approved Medicaid
State plan services, including long-term care services.
All persons receiving or applying for approved Medicaid State plan services, including
fong-term care services, are advised in writing about the estate recovery policy of DHSS

at the time of application and redetermination, via the ERL1.DOC form titled, “Recovery
and Lien Policy". This form outlines the following:

+ Explanation of estate recovery, including citations of the federal and state authority,
s Defines long-term care;

+ Desgribes the circumstances under which DHSS will file a claim,

+ Describes the circumstances under which DHSS will file a lien;

* Defines what a lien is explains that the lien will not lead to loss of ownership;

» Describes what constitutes undue hardship. Exclusion and hardship waiver

conditions are listed on page 2 of this form titled, “Request for Exclusion or Hardship
Waiver”,

TN No. SPA #12-008 Approval Date

NOV 21 2012
Supersedes

TN No. SPA #11-004 Effective Date April 1, 2012
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HCFA-PM-95-3 (MB}) ATTACHMENT 4.17-A
MAY 1995 PAGE 5

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: DELAWARE
Liens and Adjustments or Recoveries Continued
Specifies which Medicaid payments DHSS will seek to recover; and,
Notifies the applicant, guardian, andfor respensible party of appeal procedures,
specifically stating, “If you are dissatisfied with any decision made by the Division of
Medicaid and Medical Assistance (DMMAY), you have the right to request an appeal

of the decision by requesting a fair hearing. You must submit a written request to the
focal DHSS office within 90 days of the action”.

DHSS exempts from estate recovery all Medicare Savings Program cost sharing
benefits with dates of service on or after January 1, 2010 for qualified dual eligibles age
55 and over, but otherwise DHSS shall seek estate recovery after the client’s death of

the

maximum recoverable amount to be defined as the total of funds disbursed or

incurred by DHSS (including Federal matching dolfars} during the time an individual, age
55 and over, receives covered Medicaid services paid for by DHSS including the total
capitation payments for the period the beneficiary was enrclled in the managed care
organization (MCQ). When the beneficiary enrolls in the MCO, the State provides a
separate notice to the beneficiary, explaining premium payments made to the MCO are
included in the claim against the estate.

Collections efforts will include written notification to the executor, guardian, and/or
responsible party of the client's long-term care balance owed via a claim summary
report. If a lien was placed on the client's property upon entry to the long-term care
institution, DHSS will place a recovery claim against the proceeds from the sale of the
property. DHSS will also pursue obtaining any residual funds remaining in a trust to
offset any balance owed DHSS. Upon request, DHSS will work with heirs of the estate
who voluntarily wish to satisfy the recovery claim on a case-by-case basis offering
mutually agreed upon payment schedules If necessary. Additionally, when the maximum
recoverable amount cannot be collected DHSS may agree to accept partial recoveries.

|

(—

NOV 21 2012

TN No. SPA #12-008 Approval Date
Supersedes
TN No. SPA #11-004 Effective Date April 1, 2012
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HOFA-P¥-85-14  (BERC) ATTACHHENT 4.18-C

Revision:
Page 2

SEPTEMBER 1985
ETATE PLAN URDHR TITLE XIX OF THE SOCTAL SECURYTY ACT

gtate: _N/A for Delaware

B. ‘the method used to collect cost shariong charges for medically neaedy
individuals:

5,:7 Providers are responsible for collecting the cost sharing charges
from individumla,

1:_'_7 Tha agency reimburses providers the full Medlicald rate for services
~ and coliects the cost sharing charges frow individusie.

¢. The basle for detecmining whether an lndlvidual is unsble to pay the
therge, and the means by which asuch en individual i identified to

providors, is described bulow:

TH ¥o. BP-231 LT P _
Nuperyodes Approvai Dato sffective pate UCT 0 1985

TR No. _New
HCFA ID: 0053C/0061R



Buviaion: HCFA-PH-85.14 (RERG) ATTACHHENT 4.18-C

SEPTEMRER 1985 Pugs 1
BTAYH PLAN UNDEH TITLE XIK OF THE SOCTAL SECURITY ACT

State; N/4 for Delaware

D. The procedures for implementing snd enforcing the excluslons from cogk
shacing contained in 42 CFR 447.53(b) are demcribad balow:

R, Cumulative maximues on cherges:
L:f— Btate pollcy dovs not provide for cumilative maximums,

— ¥
£/ Cumulative maximums have been established as deperibed balow:

TN Wo. SP-231 JAN G TOE
Ruparsedos Approval Date 7 1386 Effoctive Date
™ No. _New

ECKFA ID: (053C/GO61E



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 4.18-D

AUGUST 1991 Page 1
OMB No.: 0938~

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: Delaware (N/A)

Premiums Imposed on Low Income Pregnant Women and Infants

A. The following method is used to determine the monthly premium imposed on
optional categorically needy pregnant women and infants covered under

section 1902(a)(10)(A)(1i1)(IX)(A) and (B) of the Act:

B. A description of the billing method used is as follows (include due date
for premium payment, notification of the consequences of nonpayment, and
notice of procedures for requesting walver of premium payment):

*Description provided on attachment.

TN No. e

M L) e 7o
Supersedes Approval Date /éifﬂf@ /‘?JJ Effective Date f/f/ /(3ULJ
TN No. __pew page i

: HCFA ID: 7986E




Revision: HCFA-PM-91- 4 (BPD) ATTACHMENT 4.18-D
Page 2

avcust 1991
OMB No.: 0938~

STATE PLAN UNDER TITLE XIX OF THE SCOCIAL SECURITY ACT
State/Territory: Delaware (N/A)}

¢. State or local funds under other programs are used to pay for premiums:

1:7 Yes L:? No

The criteria used for determining whether the agency will waive payment of
a premium because it would cause an undue hardship on an individual are

described below:

*Description provided on attachment.

TN No. SP=3017 op o - o5 o
Supersedes Approval Date LQ,”/%“ 70L Effective Date /;// / /L.

TN No. __Dew page
. HCFA ID: 7986E




Revision: HCFA-PM-91- 4 (BPD) ATTACHMENT 4.18-E
Page 1

aucusT 1991
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Delaware (N/A}

State/Territory:

Optional Sliding Scale Premiums Imposed on
Qualified Disabled and Working Individuals

A. The following method is used to determine the monthly premium imposed on
qualified disabled and working individuals covered under section

1902(a)(10)(E)(ii) of the Act:

B. A description of the billing method used is as follows (include due date
for premium payment, notification of the consequences of nonpayment, and

notice of procedures for requesting waiver of premium payment):

*Description provided on attachment.

TN No. ___Sp-302 _ o .
Supersedes Approval Date Aﬁm“‘/g 7Jw Effective Date ‘?;ji /./J)

TN No. __New pade
HCFA ID: 7986E




Revision: HCFA-PM-91- 4 (BPD) ATTACHMENT 4.18-E
Page 2

avcust 1991
OoMB No.:0938-
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: Delaware {N/A) .

State or local funds undexr other programs are used to pay for premiums:

L7 Yes L.t No

The criteria used for determining whether the agency will waive payment of
a premium because it would cause an undue hardship on an individual are

described below:

*Description provided on attachment.

TN No. __Sp-302 Y
Supersedes Approval Date [ /% c;a-)-/ Effective Date /7// / /‘/w»

TN No. _DEW page
‘ HCFA ID: 79B6E




OMB Na.: 0938 — 1138 ATTACHMENT 4.19-A
CMS Form: CMS-10364

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: Delaware

Citation
42 CFR 447, 434, 438, and 1902(a)(4), 1802(a)(6), and 1903

Payment Adjustment for Provider Preventable Conditions

The Medicaid agency meets the requirements of 42 CFR Part 447, Subpart A, and sections
1802(a)(4),1902(a)(6), and 1903 with respect to non-payment for provider-preventable
conditions.

Health Care-Acquired Conditions

The State identifies the following Health Care-Acquired Conditions for non-payment under
Section 4.19 (A)

X _ Hospital-Acquired Conditions as identified by Medicare other than Deep Vein Thrombosis
(DVT)/Pulmonary Embolism (PE) following total knee replacement or hip replacement surgery in
pediatric and obstetric patients.

Other Provider-Preventable Conditions

The State identifies the following Other Provider-Preventable Conditions for non-payment under
Section(s) 4.19 (A)

X Wrong surgical or other invasive procedure performed on a patient; surgical or other
invasive procedure performed on the wrong body part; surgical or other invasive procedure
performed on the wrong patient.

Additional Other Provider-Preventable Conditions identified below (please indicate the

section(s} of the plan and specific service type and provider type to which the provisions will be
applied. For example — 4.19(d) nursing facility services, 4.19(b) physician services) of the plan:

TN No. SPA #11-005 Approval Date DEC - 2 201
Supersedes

TN No. NEW Effective Date July 1, 2011

CMS ID: 7982E

PRA Disclosure Statement

According fo the Paperwork Reduction Act of 1 885, no persons are required to respond to a coflection of information
unless it displays a valid OMB control number. The valid OMB controf number for this in formation collection is 0938-1136.
The time required to complete this information coliection is estimated to average 7 hours per response, including the time
to complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s)
or suggestions for improving this form, please write fo: CMS, 7500 Security Boulevard, Atin: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.



OMB No.: 0938 - 1136 ATTACHMENT 4.19-A
CMS Form:  CMS-10364 ADDENDUM

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: Delaware

Payment Adjustment for Provider Preventable Conditions

With the implementation of the HIPAA 5010 version of the 837 institutional claim, inpatient hospital claims
that meet the criteria for an outfier payment AND that contain either of the following data elements on the
claim will be suspended for manual review by Delaware Medicaid:

1} A Present on Admission indicator of “N”, “U” or “1"
AND

A Medicare-defined Hospital Acquired Condition procedure or diagnosis code, except for deep
vein thrombosis/pulimonary embolism following total knee replacement or hip replacement in
pediatric and obstetric patients.

2} A diagnosis code of E8765, E8766 or ES767

For general acute care hospitals, if the portion of payment to the hospital directly related to treatment for
and related to the Hospital Acquired Condition can be isolated, the payment for the outlier will be
reduced by that amount and the hospital discharge payment and any remaining payable outlier amount
will be paid on the claim. The discharge payment will not be reduced, as this part of the hospitai payment
would not have been increased as a result of the PPC. For hospitals that are paid a per diem rate, the
number of covered days shall be reduced by the number of days associated with diagnoses not present
on admission for any HAC. The number of reduced days shall be based on the average length of stay
(ALOS) for the specific type of hospital from claims paid in the prior state fiscal year.

In compliance with 42 CFR 447 .26(c), Delaware Medicaid provides:

1) That no reduction in payment for a provider preventable condition will be imposed on a provider
when the condition defined'as a PPC for a particular patient existed prior to the initiation of treatment
for that patient by that provider.

2) .That reductions in provider payment may be limited to the extent that the following apply:

I.  The identified provider-preventable conditions would otherwise result in an increase in
payment,

ii. The State can reasonably isolate for nonpayment the portion of the payment directly related to
treatment for, and related to, the provider-preventable conditions.

3) Assurance that non-payment for provider-preventable conditions does not prevent access to
' services for Medicaid beneficiaries.

DEC -2 201
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE OF DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES — INPATIENT HOSPITAL CARE

Reimbursement Principle

Effective for discharges on or after July 1, 1994, the Delaware Medicaid Program will reimburse all acute care
hospitals at prospective per discharge rates.

The prospective rates are set by accommodation type. Reimbursement rates have been set for two
accommodation types: general services and nursery services. For each of these accommodation types, there
are three components fo the payment: operating payment per discharge, capital payment per discharge and

medical education payment per discharge.

Rate Setting Method — Operating Payment

The base year is the Delaware hospitals’ 1992 fiscal year. The operating payment per discharge for the base
year was calculated by applying a cost-to-charge ratio to allowed charges from the Medicaid claims data. This
allowed cost value was then divided by the total charges to obtain the operating payment per discharge.

The cost-to-charge ratio was identified from FY92 hospital cost reports; the categories of cost included in the
cost-to-charge ratio are those related to routine services (including hospital-based physicians’ costs and

malpractice costs) and ancillary services.

The allowed charge data was taken from the FY92 Medicaid claims data for Delaware hospitals. Medicaid
allowable hospital-specific charges associated with inpatient revenue codes appropriate to the accommodation
type were identified. The hospital-specific cost-to-charge ratio was applied to the allowed charges to obtain
hospital-specific allowed costs for the accommodation type.

The total hospital-specific allowed costs for the accommodation type were then divided by the total number of
discharges on the claims date for the accommodation type to obtain the hospital-specific operating payment

per discharge in the base year.

TN No. SPA #09-002 Approval Date

Supersedes .
TN No. SP-410 Effective Date April 1, 2009
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -
INPATIENT HOSPITAL CARE (Continued)

Rate Setting Method - Capital Payment Per Discharge

For the capital payment per discharge, a hospital-specific prospective rate was calculated for
each accommodation type based on a blended percentage of total costs for each hospital
represented by capital. A hospital-specific capital percentage was calculated by dividing total
allowable capital costs for the hospital by total allowable costs for the facility as reported on
each facility's FY92 cost report. A Statewide capital percentage was calculated by dividing
total allowable capital costs for all Delaware hospitals by total allowable costs for all hospitals
as reported on the cost report. The blended percentage is calculated by taking 75 percent of
the hospital-specific capital percentage and 25 percent of the Statewide capital percentage.
This blended percentage is then applied to the hospital operating rate per discharge to obtain
the hospital capital per discharge rate. -

Rate Setting Method - Medical Education Payment Per Discharge

For the medical education payment per discharge, a hospital-specific prospective rate was
calculated for each accommodation type based on the percentage of total costs for each hospital
represented by medical education costs. A hospital-specific medical education percentage was
calculated by dividing total medical education allowable costs for the hospital by allowable
total costs for the facility as reported on each facility's FYO92 cost report. This hospital-
specific percentage is then applied to the hospital operating rate per discharge 1o obtain the
hospital medical education per discharge rate.

Rate Setting Method ~ Development of Implementation Year Operating Rates, Updates
and Rebasing

The new inpatient rates will be implemented effective State FY95. The hospital-specific
operating payments per discharge have been established for the implementation year by
inflating the hospital-specific base year costs using the TEFRA target rate of increase limits
published by HCFA. Base year costs were inflated from the midpoint of each hospitals' base
year to the midpoint in State fiscal year 1995. '

Fl
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES ~ INPATIENT HOSPITAL CARE
{Continued)

Rate Setting Methods - Development of Implementation Year Operating Rates, Updates and Rebasing
(Continued)

The implementation year rates will be updated in FY98 using published TEFRA inflation indices. Rates will be
rebased using fiscal year 1994 claims and cost report data for implementation in State FY97.

Effective for admission dates on or after April 1, 2009, payment rates for inpatient hospital care will be adjusted
to the rates that were in effect on December 31, 2008, Future rate adjustments will be suspended until further

notice,

Other Related Inpatient Reimbursement Policies

Outliers - High cost outliers will be identified when the cost of the discharge .exceeds the threshold of three
times the hospital operating rate per discharge. Outlier cases will be reimbursed at the discharge rate plus 79
percent of the difference between the outlier threshold and the total cost of the case. Costs of the case will be
determined by applying the hospital-specific cost to charge ratio to the allowed charges reported on the claim

for discharge.

Effective January 1, 2006, any provider with a high cost client case (outlier) will receive an interim payment:.
that is, a payment prior to the discharge of that patient when the charge amount reaches the designated level.
An interim payment will be made for that inpatient stay when the client’s charges have reached twenty-five (25)
times the general discharge rate of that facility, or when the client's stay is greater than sixty (60) days.
Additional interim payments will be made when either of the outlier conditions for an interim payment is met
again. The interim payment amount is based on the current reimbursement methodology used to pay outliers.
Upon the discharge of the client, the facility will receive the balance of the payment that would have been paid
if the case were paid in full at the time of discharge.

: R
TN No. SPA #09-002 Approva[ Dafe: e a“f ?j?}?ﬂi

Supersedes
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Transplants - Transplant cases will be treated as outliers and, when appropriate, will be
subject to the outlier payment policy. Organ acquisition costs will not reimbursed
separately, but will be included in the per discharge rate.

Transfers/readmissions - There will be no distinct payment policy for transfers/
readmissions between hospitals. These cases will be paid on a discharge basis. The
PRO wifl conduct a periodic review to monitor these types of cases and determine that
discharges are appropriate,

Split bills - For in-State cases and Out-of-State hospitals receiving per diem payment
that span FY94 and FY95, the cost associated with the days in FY94 will be reimbursed
using the current methodology. The full per-discharge rate will be paid for the days of
care in FY95. OQut of State hospitals who already use DRGs or a per discharge
methodology will be paid the per discharge rate for all discharges on or after July 1,
1994,

TN No. SPA-395 Approval Date February 14, <003
Supersedes ‘
TN No. SPA-349 Effective Date January -, 2103
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE:DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES —
INPATIENT HOSPITAL CARE

A.l. DUPONT INSTITUTE OF THE NEMOURS FOUNDATION

Reimbursement Principle

Effective for discharges on or after January 1, 1995 the Medicaid Program will reimburse A, duPont
Institute on the basis of prospective per discharge rates. Costs determined for A.l. duPont are hospital-
specific but otherwise determined using the same methodology as the other acute care hospitals.

A.l. duPont's per discharge rate will be discounted by the Institute through agreement with the Medicaid
agency, not to exceed the rate established for comparable care in Delaware's other large teaching
hospital. Rebasing and indexing of Al. duPont's costs will be done on the same schedule as the other in-
State acute care hospitals but specific to their fiscal year.

OUT-OF-STATE HOSPITALS

The operating, capital and medical education rates for acute care hospitals located outside of Delaware
will be paid at the lowest Delaware rate for the hospital category to which they are assigned. Three
categories of Delaware hospitals have been identified: urban, rural and major teaching. Qut-of-State
teaching hospitals are defined as those facilities which are members of the Council of Teaching Hospitals.
Out-of-State urban hospitals are defined as non-teaching hospitals located in a metropolitan statisticat
area (MSA) as identified by the U.S. Bureau of Census. Out-of-State rurai nospitais are defined as non-
teaching hospitals located outside a metropolitan statistical area "MSA” as defined by the U.S. Bureau of
Census. Out-of-State specialty/rehab hospitals will be paid at the Medicaid rate established by the State

in which they are located.
HOSPITALS WITH NEW PROGRAMS/SERVICES

For hospitals that begin a new medical education program for which there is no historical cost or claims
data, the medical education payment wilt be-paid at the average percentage for the Delaware teaching
hospital category to which they are assigned. There are two categories of Delaware hospitals with regard
to teaching: major teaching hospitals are defined as those facilities which are members of the Council of
Teaching Hospitals, Minor teaching hospitals are all other hospitals in the state with a medical education
program recognized by the Delaware Medicaid program.

Hospitals with other categories of new services can appeal their reimbursement rates using the appeals
process.

APR - 8 2012
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES —
INPATIENT HOSPITAL CARE

DISPROPTRTIONATE SHARE HOSPITAL

Disproportionate Share Hospital (DSH) Payments

Delaware hospitals participating in the Delaware Medical Assistance (Medicaid) program that serve a
disproportionate share of Medicaid and low income patients may be eligible for reimbursement from the
Delaware Hospital DSH Fund. DHSS, DMMA has established criteria regarding the hospital qualifications
and the maximum amount of reimbursement for hospitals that apply. For purposes of the DSH program,
hospitals that have muitiple geographic locations providing inpatient services will be treated as a single
hospital when the hospital submits a consolidated Medicare cost report for its locations.

DSH Definitions

Note: The terms “costs”, “charges” and ‘revenue/payment”, as defined below, do not include the costs,
charges and revenue/payment related to sarving inmates of public institutions for which Medicaid funds

are not available. .

* Delaware Hospital DSH Fund — the total annual amount of funds avail'éb'!é' for distribution to DSH
qualified hospitals. The amount js computed each year by the Medicaid agency based on the
availability of state matching funds, the FMAP up:to the,maximum of Delaware’s annual Federal DSH
allotment. . Lo

* Hospital Specific DSH Limit — the maximum annual DSH payment amount a hospital can receive in
accordance with section 42 CFR 447.299 (c) (16). -

s Low Income Utilization Rate (per section 1 823 {b) (3) of the Social Security Act) - in general, for an
annual period, the Low Income Utilization Rate is the sum of the percentages computed by dividing:

o - Medicaid payments for inpatignt and outpatient care by total hospital inpatient and outpatient

payments received from all sourges, plus .. .

-f

o Inpatient charity care charges by total inpatient charges. =
«  Medicaid Inpatient Utiization Rate (per section 1923.(b) (2)-of thé Social Security Act) - In general,
for an annual period, the Medicaid Inpatient Utilization Rate is the percentage computed by dividing
inpatient days attributable to patients who were eligible for Medicaid by total inpatient hospital bed
days.

1 T

+ Revenue - as used in-connection with the DSH program m,ean‘spayments received 'fhom any soUi"ce.

TN No. SPA #12-002 - * = Approval Date APR -~ 82012
Supersedes
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE:DELAWARE
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES ~
INPATIENT HOSPITAL CARE

Disproportionate Share Hospital (DSH) Payments (cont’d)

Uncompensated Care — as used in connection with the DSH program means the sum of the
differences between:

o The annuat COST of inpatient and outpatient services to Medicaid eligible patients minus the
inpatient and outpatient REVENUE (payments) received for Medicaid eligible patients (including
both fee-for-service payments and payments made by Medicaid managed care organizations);

plus

o The annuat COST of inpatient and outpatient hospital services provided to uninsured patients
(excluding the cost of providing physician services to the uninsured) minus any payments
received from or on behalf of the uninsured (including any Federal section 1011 payments for

eligible aliens)

Uninsured — as used in connection with the DSH program means a person who has no source of third
party coverage (creditable coverage as defined in Federal regulations at 45 CFR 144 and 146).
However, if adopted in final form, the term uninsured shall be defined in accordance with 42 CFR

447 285

(&) Minimum Criteria:

No hospital shali receive disproportionate share hospital payments unless it meets the criteria in this
section (a) and other criteria as specified in sections (b) or (c) or (d):

1)

2)

The hospital has a Medicaid Inpatient Utilization rate of at least 1% , and

The hospital has at least two obstetricians (or in the case of a rural hospital, two physicians) with staff
privileges at the hospital who have agreed fo provide obstetric services to individuals who are entitled
to Medicaid as per section 1923(d}(1} and {2) of the Social Security Act. This requirement does not
apply to a hospital which did not offer non-emergency obstetric services to the general population as
of December 21, 1987 or to a hospital that predominantly serves individuals under 18 years of age,

and

The hospital's inpatient facility is physicéily located within the geographic boundaries of the State of
Delaware, and

The hospital must agree to comply and cooperate with the DSH audit requirements, and

The hospital must submit a timely application with accurate data in accordance with section (f) below
unless a waiver is granted by DMMA,

. wrrrrrern
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE. DELAWARE
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -
INPATIENT HOSPITAL CARE

Disproportionate Share Hospital {DSH) Payments (cont’d}

Hospitals that meet the criteria in this section (a) must also meet the criteria identified in either section (b)
or (c) or (d) below in order to qualify for the Delaware DSH program.

(b) Additional Federal Criteria

If a hospital meets the criteria specified in section (a) above, the following subparagraphs 1 and 2
describe additional criteria that a hospital must meet to qualify as a disproportionate share hospital unless
the hospital qualifies under sections (c) or (d}.

1. The hospital's Medicaid inpatient utilization rate is at least one standard deviation above the mean
Medicaid inpatient utilization rate for hospitals receiving Medicaid payment in the State; OR

2. The hospital's low income utilization rate exceeds 25%.
(c) Delaware-Specific DSH Criteria for Acute Care General Hospitals

If a hospital meets the criteria specified in section (a) above, a hospital may qualify to receive
disproportionate share hospital payments under this section if it meets ali of the following criteria:

1) Itis a not-for-profit hospital and is categorized under Delaware Medicaid criteria as an acute care
general hospital and is not categorized as an Institution for Mental Diseases (IMD), and

2) The hospital has an inpatient facility located within an incorporated city in Delaware with a popuiation
greater than 50,000 and provides obstetric services at that facility to the general population including
both fee-for-service and managed care Medicaid/CHIP recipients, and

3) During the consecutive twenty four (24) month period immediately prior to the month of issuance of
the DSH payment, the hospital has been an enrolied provider with all participating Delaware

Medicaid/CHIP managed care organizations and the Delaware Medicaid/CHIP fee-for-service
program for all inpatient and outpatient services offered by the hospital, and

4) The hospital's low income utilization rate exceeds 15%.

(d) Detaware Specific DSH Criteria for Psychiatric Hospitals (Institutions of Mental Disease - IMD).

oo
e
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES —
INPATIENT HOSPITAL CARE

Disproportionate Share Hospital (DSH) Payments (cont’d)

if a hospital meets the criteria specified in section {a) above, a psychiatric hospital (IMD) may qualify as a
disproportionate share hospital under this section if it meets all of the following criteria:

1) It must be a public psychiatric hospital (owned or operated by an agency of Delaware State
government), and

2) It must serve a disproportionate share of low-income patients. For the purpose of this section (d), the
term “disproportionate share” shall be defined as foliows: sixty percent (60%) or more of the service

revenue is attributable to a combination of the following:

= Public funds
» Bad debts
*  Freecare

{e) Payments to DSH Qualified Hospitals Under Delaware's Disproportionate Share Program:
1) DSH Payment Limits — All Delaware DSH Qualified Hospitals

A) The state share of payments made to ali DSH qualified hospitals cannot exceed the State's
maximum annual Delaware Hospital DSH Fund.

Per section 1923(f)(2) of the Social Security Act, an annual maximum Federal DSH allotment
is computed for each state each federal fiscal year. Federal DSH funds can only be spent up
to the corresponding amount of state matching funds that are available. The amount of
federal DSH funds, the amount of state matching funds and the Medicaid federal/state match
rate (FMAP) could change every year. Therefore, each year, the exact amount of the
Delaware Hospital DSH Fund cannot be known in advance and will be computed by DMMA

each year.
B) The amount of an annual DSH payment to an individual hospital must be the lesser of:
i) the Hospital-Specific DSH limit; or
i) the amount determined in accordance with sections (e) (2}, (e) (3) and (e} (4) below, or

i) the amount determined in accordance with section (e} (1) (C) below.

APR”— 3 2012
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE. DELAWARE
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES ~
INPATIENT HOSPITAL CARE

Disproportionate Share Hospital (DSH) Payments (cont’d)

C) In the event that the State's annual Delaware Hospital DSH Fund amount is not sufficient to
make all of the payments described in sections (e) (2}, (e} (3) and (e) (4) below, then
payments will be made as follows:

)

i)

from the available funds in the Delaware Hospital DSH Fund, the full amount of DSH
payments or the total amount of the Delaware Hospital DSH Fund, whichever is less, will
be made first to hospitals that qualify under section (d) above in accordance with section
(e) (2) below. If the funds available are not sufficient to make the full payment amount to
each hospital qualifying under section {e} {2), then the remaining funds will be allocated
proportionately based on each hospital's percentage of the total payments due to all
hospitals qualifying under section (e) (2).

from the amount of any funds remaining in the Delaware Hospital DSH Fund after the
payments described in section (e) (1) {C) (i) above, the full amount of DSH payments or
the total amount remaining in the Delaware Hospital DSH Fund, whichever is less, will be
made to hospitals that qualify under section (e} (3) below. If the funds remaining are not
sufficient to make the full payment amount to each hospital qualifying under section (e)
(3), then the remaining funds will be allocated proportionately based on each hospital's
percentage of the total payments due to all hospitals qualifying under section (e} (3).

from the amount of any funds remaining in the Delaware Hospital DSH Fund after the
payments described in sections (e) (1) (C) (i} and (ii) above, payments will be made to
other hospitals that qualify in accordance with section (e) (4) below. If the funds
remaining are not sufficient to make the full payment amount to the other qualifying
hospitals, then the remaining funds will be allocated proportionately based on each of the
other qualifying hospital's percentage of the total payments due to all other qualifying
hospitals in accordance with section {e) (4).

2) DSH Payments to Psychiatric Hospitals:

Per section 1923(h)(2)}{A) of the Social Security Act, no more than 33 percent of the annual Federal
DSH allotment for Delaware will be used with the appropriate amount of State matching funds to
make an annual DSH payment to psychiatric hospitals that meet the Delaware DSH Criteria in
sections (b) and/or (d) above. These annual DSH payments will be made in a lump sum to each
qualifying hospital.

Unless the payment amount is restricted by other sections of this DSH policy, a psychiatric hospital
that meets the criteria specified in section (b) but not section (d) above wili receive a payment in
accordance with section (e) (4) (A} or (C) below.

TN No. SPA #12-002 Approval Date
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STATE PLAN UNDER TITLE XiX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES —
INPATIENT HOSPITAL CARE

Disproportionate Share Hospital (DSH) Payments (cont’d)

A psychiatric hospital that meets the criteria specified in section (d) above will receive a payment of
33 percent of the annual Federal DSH allotment for Delaware plus the appropriate amount of State
matching funds minus the total amount of any payments made to other psychiatric hospitals

3) Payments to Hospitals that Meet the Delaware DSH Criteria in section (c) above

Unless the payment amount is restricted by other sections of this DSH policy, each hospital that
meets the criteria specified in section (c) above shall receive an annual payment under Delaware's
DSH program equal to the Hospital Specific DSH limit. DSH payments will be made in a lump sum

each year.

4) Payments to Hospitals that Meet the Delaware DSH Criteria in section (b) above
Unless the payment amount is restricted by other sections of this DSH policy, gach hospital that
qualifies under the criteria specified in section (b), but does not meet the criteria specified in sections

{¢) and {d) above will receive a payment of.

A) $10,000 if the hospital is a psychiatric hospital that does not meet the criteria specified in
section (d) above and has been an enrolled provider with all participating Delaware
Medicaid/CHIP managed care organizations and the Delaware Medicaid/CHIP fee-for-service
program for both inpatient and outpatient services offered by the haspital during the
consecutive twenty four (24) month period immediately prior to the month of issuance of the

DSH payment, or

B) $1,000,000 if the hospital is not a psychiatric hospital and has been an enrolled provider with
all participating Delaware Medicaid/CHIP managed care organizations and the Delaware
Medicaid/CHIP fee-for-service program for both inpatient and outpatient services offered by
the hospital during the consecutive twenty four (24) month period immediately prior to the
month of issuance of the DSH payment; or

C) $5,000 if the hospital has not been an enrolled provider with all Delaware Medicaid/CHIP
managed care organizations and the Delaware Medicaid/CHIP fee-for-service program for
both inpatient and outpatient services offered by the hospital during the consecutive twenty
four (24) month period immediately prior to the month of issuance of the DSH payment.

TN No. SPA #12-002 Approval Date APR - 8 2012
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE. DELAWARE
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -
INPATIENT HOSPITAL CARE

Disproportionate Share Hospital (DSH) Payments (cont"d)

(f) Application Process:

Each year after June 30, the Medicaid agency will compute the amount of funds available in the Delaware
Hospital DSH Fund. After September 30 each year, the Medicaid agency will use the applications timely
submitted by the hospitals to compile the data and perform any necessary calculations to determine the
DSH payment amounts for each hospital. A hospital cannot qualify under section (b) (1) above unless a
completed application is timely received from all hospitals in the state that receive Medicaid payments.

The other qualifying criteria are hospital specific.

A hospital requesting Medicaid DSH payments must submit a completed application in a format approved
by the Medicaid agency. The application must be received on or before September 30 of each year. The
application will provide hospital specific inpatient and outpatient financial and other data for the hospital's

fiscal year that ended in the prior calendar year.

On or before December 31 of each year, the Medicaid agency will send a written notice of action taken on
each hospital's application. Each hospital that applied will be informed either that it does not qualify or
that it qualifies and the amount of the hospital’s DSH payment. Once a year, the Medicaid agency will
issue the full DSH payment amount in a lump sum {0 hospitals that qualify for a payment.

In the initial year of the Delaware DSH program, the timing for submissions of applications for a hospital's
fiscal year that ended in 2010 and the timing of payments to qualifying hospitals will be announced by the
Medicaid agency after this DSH State Plan Amendment is approved.

{g) Audit Requirement:

Within one {1) year after receiving a DSH payment, the Medicaid agency will arrange for an independent
audit of each hospital that receives a DSH payment in accordance with section 1923 (j) (2) of the Social
Security Act. The auditor will take such steps as determined necessary to verify:

1) the extent to which the hospital reduced uncompensated care costs to reflect the total DSH payment
received by the hospital; and ‘

2) that the total amount of the DSH payment received by the hospitai did not exceed the hospital-
specific DSH payment limit; and

APR -3 2012
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES —
INPATIENT HOSPITAL CARE

Disproportionate Share Hospital {DSH) Payments {contd)

3)

4)

that only the uncompensated care costs of providing inpatient and outpatient hospital services to
Medicaid and uninsured individuals as described in section 1923 (g) (1) {A) of the Social Security Act
were included in the calcuiation of the hospital specific limit; and

that the hospital included all Medicaid payments, including supplemental payments, in the calculation
of the hospital-specific limits.

The audit must also verify that DMMA has documented and retained a record of costs, claimed
expenditures, uninsured costs, payments made on behalf of the uninsured and other pertinent information

rejated to DSH payments.

(h) Disposition of Overpayments or Underpayments:

If the data upon which a DSH payment is based is revised as a result of an audit or for any other
reason and if it is determined that a hospital was paid more than it should have received according to -
the rules of the program, the hospital is required to reimburse the state the full amount of the
overpayment within 60 days of notification of the overpayment. The Medicaid agency will also recover
DSH overpayments that exceed an individual hospital’s DSH limit as defined at 1923(g) of the Social
Security Act within 60 days of identifying the overpayment. The recovery will equal the amount of the
DSH payment in excess of the hospital-specific DSH limit and amounts recovered by the Medicaid
agency will not be redistributed. The Medicaid agency is authorized to recoup the fult amount of the
overpayment by withholding payments due to the hospital with the overpayment from claims being

submitted fo the program.

If the data upon which a DSH payment is based is revised as a result of an audit or for any other
reason and if, based on the revised data, it is determined that a hospital was paid less than it should
have received according to the rules of the program, no retroactive adjustments will be made by the

Medicaid agency.
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STATE PLAN UNDER TITLE XiX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
INPATIENT PSYCHIATRIC HOSPITAL CARE

Reimbursement for public psychiatric hospitals is a prospectively set per diem
rate based on annual reported allowable costs, using Medicare cost principles
codified 42 CFR 413 and in the Medicare Provider Reimbursement manual
(CMS-Pub.15) and consistent with OMB Circular A-87. The rate is computed by
determining the previous year's total allowable cost divided by the total number
of patient bed days. The rate is recalculated annually for the reimbursement year
(October 1 through September 30) and inflated using the.inflation indices
described in Attachment 4.19-D under the heading Infiation Adjustment. The per
diem rate is not cost settled but is limited to the upper payment limit defined
below.

Reimbursement for private psychiatric hospitals for inpatient psychiatric
hospitalization services is paid as a per diem equal to 93% of the Medicare
Inpatient Psychiatric Facilities Prospective Payment System (IPF PPS) rate for

Delaware.

Reimbursement for inpatient psychiatric hospitalization shall not exceed the
upper limit as defined at 42 CFR 447.272. The upper limit is defined as the
Medicare IPFPPS rate for Delaware inpatient psychiatric facilities.

No supplemental payments are made for public or private inpatient psychiatric
hospital services.

Except as otherwise noted in the plan, State-developed fee schedule rates are
the same for both government and private providers. The fee schedule and any
annual/periodic adjustments to the fee schedule are available on the DMAP
website at: hitp://www.dmap.state.de.us/downloads.

T ] WARTT 201
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
FOR INPATIENT HOSPITAL SERVICES CONTINUED

Freestanding Inpatient Rehabilitation Hospital Services

For claims with dates of discharge on or after December 1, 2014, the Delaware Medical Assistance
Program (DMAP) shall reimburse freestanding inpatient rehabilitation hospital services using the
Medicare Inpatient Rehabilitation Facility (IRF) Prospective Payment System (PPS).

The Medicare IRF PPS is hased on a Patient Assessment Instrument (PAI). The PAI conlains patlent
clinical and demographic information. The PAI classifies the patient into distinct groups based on their
clinical characteristics and what the patient’s expected resource needs will be. Separate payment rates

are then calculated for each group.

Medicare rates are updated annually to reflect changes in local wages using the hospital wage index.
Delaware Medicaid will follow Medicare policy on local wage rate increases.

The fee schedule and any annual/periodic adjustments to the fee schedule and effective dates are
available on the Delaware Medical Assistance Program (DMAP) website at:
http://www.dma p.state.de.us/downloads/feeschedules. htm|

Except as otherwise noted in the plan, payment for these services is based on State-developed fee
schedule rates, which are the same for both governmental and private providers of freestanding

inpatient rehabilitation hospital services.

T —ee
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OMB No.: 0938 — 1136 ATTACHMENT 4.19-B
CMS Form:  CMS-10364 Introduction
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE OF DELAWARE
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
OTHER TYPES OF CARE
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: Delaware

Citation
42 CFR 447, 434, 438, and 1902(a)(4), 1902(a)(6), and 1903

Payment Adjustment for Provider Preventable Conditions

The Medicaid agency meets the requirements of 42 CFR Part 447, Subpart A, and
sections 1902(a)(4), 1902(a)(6), and 1903 with respect to non-payment for provider-
preventable conditions. '

Other Provider-Preventable Conditions

The State identifies the following Other Provider-Preventable Conditions for non-
payment under Section(s) 4.19 (B)

X_ Wrong surgical or other invasive procedure performed on a patient; surgical or
other invasive procedure performed on the wrong body part; surgical or other invasive
procedure performed on the wrong patient,

Additional Other Provider-Preventable Conditions identified below (please indicate
the section(s} of the plan and specific service type and provider type to which the
provisions will be applied. For example ~ 4.19(d) nursing facility services, 4.1 9(b)
physician services) of the plan:

DEC - 2 201

TN No. SPA #11-005 Approval Date
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OMB No.: 0938 - 1136 ATTACHMENT 4.19-B
CMS Form: CMS-10364 introduction Continued

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: Delaware

Payment Adjustment for Provider Preventable Conditions

Claims for non-institutional services described in Attachment 4.19-B that includes a diagnosis
code of E8765, E8766 or E8767 will be denied by Delaware Medicaid.

In compliance with 42 CFR 447.26(c), Delaware Medicaid provides:

1) That no reduction in payment for a provider preventable condition will be imposed on a
provider when the condition defined as a PPC for a particular patient existed prior to the
initiation of treatment for that patient by that provider.

2) That reductions in provider payment may be limited to the extent that the following apply:

i.  The identified provider-preventable conditions would otherwise result in an increase
in payment.

ii. The State can reasonably isolate for nonpayment the portion of the payment directly
related to treatment for, and related to. the provider-preventable conditions.

3) Assurance that non-payment for provider-preventable conditions does not prevent access
to services for Medicaid beneficiaries.

TN No. SPA #11-005 Approval Date DEC - 2 2018
Supersedes
TN No. NEW Effective Date July 21, 2011




ATTACHMENT 4.19-B
introduction - Page 1
OMB No. 0938-1148

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES —
OTHER TYPES OF CARE

Physician Services
Increased Primary Care Service Payment 42 CFR 447.405, 447.410, 447 415

Attachment 4,19-B: Physician Services 42 CFR 447,405 Amount of Minimum Payment

The state reimburses for services provided by physicians meeting the requirements of 42 CFR
447.400{a} at the Medicare Part B fee schedule rate using the Medicare physician fee schedule
rate in effect in calendar years 2013 and 2014 or, if greater, the payment rates that would be
applicable in those years using the calendar year 2009 Medicare physician fee schedule
conversion factor. if there is no applicable rate established by Medicare, the state uses the rate
specified in a fee schedule established and announced by CMS.

{1 The rates reflect alt Medicare sites of service and focality adjustments.

The rates do not reflect site of service adjustments, but reimburse at the Medicare rate
applicable to the office setting. Delaware Medicaid will maintain the Medicare rates throughout
the year without any adjustments mirraring Medicare changes. Delaware is using a Deloitte fee
schedule (which was based on the November 2012 Medicare release and the 2009 conversion
factor). The methodology will also recognize Delaware’s sole Medicare geographic focality.

{71 The rates reflect all Medicare geographic/locality adjustments.

[] The rates are statewide and reflect the mean value over all counties for each of the specified

evaluation and management and vaccine billing codes.

The following formula was used to determine the mean rate over all counties for each.

code:

o Py

" 2 e
Approval Date CA AL

TN No., SPA #13-002
Supersedes ‘ L .
TN No. NEW PAGE Effective Date January 1, 2013




ATTACHIVIENT 4.19-B
introduction - Page 2
OMB No. 0938-1148

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES —
OTHER TYPES OF CARE

Physician Services
Increased Primary Care Service Payment 42 CFR 447.405, 447.410, 447.415

Attachment 4,19-B: Physician Services 42 CFR 447.405 Amount of Minimum Payment

Continued

Method of Payment

The state has adjusted its fee schedule to make payment at the higher rate for each E&M
and vaccine administration code.

[] The state reimburses a supplemental amount equal to the difference between the Medicaid
rate in effect on July 1, 2009 and the minimum payment required at 42 CFR 447.405.

Supplemental payment is made: [ monthly [] quarterly

Primary Care Services Affected by this Payment Methodology

[Z1 This payment applies to all Evaluation and Management (E&M) billing codes 99201 through
99499,

TN No. SPA #13-002 Approval Date ,” IN 2 4 2“ I:}

. Supersedes
TN No. NEW PAGE Effective Date January 1, 2013




ATTACHMENT 4.19-B
introduction - Page 3
OMB No. 0938-1148

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
OTHER TYPES OF CARE

Physician Services
Increased Primary Care Service Payment 42 CFR 447.405, 447.410, 447.415

Attachment 4.19-B: Physician Services 42 CFR 447.405% Amount of Minimum Payment
Continued

The State did not make payment as of July 1, 2009 for the following codes and will not make
payment for those codes under this SPA {specify codes).

99288 99324 99327 99335 99339 99359 99366 39374
99315 99325 99328 99336 99340 99363 99367 99375
99316 99326 99334 99337 99358 99364 99368 99376
99377 99380 99403 99407 99420 99442 99450 99261
99378 99401 95404 99411 99429 99443 99455 99262
99379 99402 99406 99412 99441 99444 99456 99263
99271 99274 99290 99295 99298 99301 99311 99321
99272 99275 99293 99296 99299 99302 99312 99322
99273 99289 99294 99297 99300 99303 99313 99323
99331 99351 99361 99372 99432 99436

99332 99352 99362 99373 99433 99438

99333 99353 99371 99431 99435 99440

TN No. SPA #13-002

Approval Date JUN 2 1 E ﬁl\i
Supersedes
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ATTACHMENT 4.19-B
Introduction - Page 4
OMB No. 0938-1148
STATE PLAN UNDER TITLE XiX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -
OTHER TYPES OF CARE

Physician Services
Increased Primary Care Service Payment 42 CFR 447.405, 447.410, 447.415

Attachment 4.19-B: Physician Services 42 CFR 447.405 Amount of Minimum Pavment
Continued

(Primary Care Services Affected by this Payment Methodology ~ continued)

XI The state will make payment under this SPA for the following codes which have been added
to the fee schedule since July 1, 2009 (specify code and date added).

99408 - Added October 10, 2010 90673 - Added luly 2, 2014
99409 - Added October 10, 2010 99481 - Added July 2, 2014
99224 - Added January 1, 2011 99482 - Added July 2, 2014

99225 - Added January 1, 2011
99226 - Added January 1, 2011

Physician Services — Vaccine Administration

For calendar years (CYs) 2013 and 2014, the state reimburses vaccine administration services
furnished by physicians meeting the requirements of 42 CFR 447.400(a) at the lesser of the
state regional maximum administration fee set by the Vaccines for Children (VFC) program or
the Medicare rate as implemented by the state in CYs 2013 and 2014.

[0 Medicare Physician Fee Schedule rate as implemented by the state and using the 2009
conversion factor. ‘

State regional maximum administration fee set by the Vaccines for Children program.

TN No. SPA #14-0013 Approval Date I)E(: 2 3 2914

Supersedes
TN No. SPA #13-002 Effective Date 7/2/2014
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OMB No. 08938-1148

STATE PLAN UNDER TITLE XiX OF THE SOCIAL SECURITY ACT

STATE: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES —
OTHER TYPES OF CARE

Physician Services
Increased Primary Care Service Payment 42 CFR 447.405, 447.410, 447.415

Attachment 4.19-B: Physician Services 42 CFR 447.405 Amount of Minimum Payment
Continued

Documentation of Vaccine Administration Rates in Effect 7/1/09

The state uses one of the following methodologies to impute the payment rate in effect at
7/1/09 for code 90460, which was introduced in 2011 as a successor billing code for billing

codes 90465 and 90471.

(1 The imputed rate in effect at 7/1/09 for code 90460 equals the rate in effect at 7/1/09 for
billing codes 90465 and 90471 times their respective claims volume for a 12 month period
which encompasses July 1, 2009. Using this methodology, the imputed rate in effect for code

80460 at 7/1/09 is:

A single rate was in effect on 7/1/09 for all vaccine administration services, regardless of
hiiling code. This 2009 rate is: 58.00 (eight dollars).

{1 Alternative methodology to calculate the vaccine administration rate in effect 7/1/09:

Note: This section contains a description of the state’s methodology and specifies the affected
billing codes.

TN-No. SPA-#13-002 - Approval Date

Supersedes
TN No. NEW PAGE Effective Date January 1, 2013
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OMB No. 0938-1148

STATE PLAN UNDER TIiTLE XIX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES ~
OTHER TYPES OF CARE ‘

Physician Services
Increased Primary Care Service Payment 42 CFR 447.405, 447.410, 447.415

Attachment 4,19-B: Physician Services 42 CFR 447.405 Amount of Minimum Payment
Continued

Effective Date of Payment

E & M Services
, This reimbursement methodology applies to services delivered on and after January 1,

2013, ending on December 31, 2014 but not prior to December 31, 2014. All rates are
published at (http.//www.dmap.state.de.us/home/index. hitml).

Vaccine Administration
This reimbursement methodology applies to services delivered on and after January 1,

2013, ending on December 31, 2014 but not prior to December 31, 2014. All rates are
published at (htto.//www.dmap.state.de.us/home/index.html).

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1395, no persons are required to respond to a collection of information unless it
displays a valid OMB control number. The valid OMB control number for this information collection is 8938-1148, The time
required to complete this information collection is estimated to average 20 hours per response, including the time to review
instructions, search existing data resources, gather the data needed, and complete and review the information collection. [ you
have comments concerning the accuracy of the time estimate(s) or suggestions for improving this farm, please write to: CMIS,
7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850,

TN No, SPA #13-002

Approval Date JUN # g ZDIQ _
Supersedes ' '

TN No. NEW PAGE Effective Date January 1, 2013
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OMB No. 0938-1148

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES —
OTHER TYPES OF CARE

Physician Services
Medicaid Payment for Primary Care Services

Payment for Primary Care Services

The state will continue to reimburse for services provided by physicians with a primary specialty designation of
family medicine, pedtatric medicine or internal medicine as if the requirements of 42 CFR 447,400 remain in effect,

Primary care services eligible for enhanced payment include evaluation and management (E & M) services and
vaccine administration services covered by the Delaware Medical Assistance Program (DMAP) and designated in
the Healthcare Common Procedure Coding System (HCPCS).

Primary Care Physician Services Rendered On or After January 1, 2015:

= Primary care services rendered on or after January 1, 2015, that are eligible for payment pursuant to the
requirements of 42 CFR 447.400(a), shall be paid at 100% of the Medicare physician fee schedule.

* The rates reflect all Medicare sites of service and locality adjustments.

*  The rates do not reflect site of service adjustments, but reimburse at the Medicare rate applicable to the
office setting.

e The rates refiect all Medicare geographic/locality adjustments,

s |If there is no applicable rate under Medicare Part B, the rate specified in a fee schedule established and as
published annually by the federal Centers for Medicare and Medicaid Services, pursuant to 42 CFR
447.405(a)(1).

|
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OMB No. 0938-1148

STATE PLAN UNDER TITLE XX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES —
OTHER TYPES OF CARE

Physician Services
Medicaid Payment for Primary Care Services COMTINUED

The DMAP will make payment under this SPA for the following codes which have been added to the fee schedule
since July 1, 2009 (codes and date added specified).

99408 - Added October 10, 2010
99409 - Added October 10, 2010
99224 - Added January 1, 2011
99225 - Added January 1, 2011
99226 - Added January 1, 2011
90673 - Added january 1, 2014
99481 - Added January 1, 2014
98482 - Added January 1, 2014
90673 - Added july 2, 2014
99481 - Added july 2, 2014
99482 - Added july 2, 2014

DMAP did not make payment as of July 1, 2009 for the following codes and will not make payment for those codes
under this SPA (codes specified).

95288 99324 99327 99335 99339 99355 $9366 99374
99315 99325 99328 99336 99340 99363 99367 59375
99316 99326 99334 99337 99358 99364 99368 99376
99377 99380 99403 99407 99420 99442 99450 99261
95378 99401 99404 99411 99425 99443 99455 99262
99379 99402 99406 99412 99441 99444 99456 99263
96271 99274 99290 99295 99298 99301 99311 99321
98272 99275 99293 99296 9929% 99302 99312 99322
95273 99289 99294 99297 99300 99303 99313 99323
59331 99351 99361 99372 99432 99436

89332 99352 99362 99373 99433 99438

99333 99353 99371 99431 99435 99440

o e
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OMB No. 0938-1148

STATE PLAN UNDER TITLE XtX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES ~
OTHER TYPES OF CARE

Physician Services
Medicaid Payment for Primary Care Services CONTINUED

Physician Services — Vaccine Administration Rendered On or After January 1, 2015

The vaccine administration rate will be the state regional administration fee set by the Vaccines for Children
Program.

TN No. SPA #14-0015 approval Date_MAR 1.0 2015

Supersedes

TN No. NEW PAGE Effective Date January 1, 2015
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STATE PLAN UNDER TITLE XiX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES —
OTHER TYPES OF CARE

Physician Services
Medicaid Payment for Primary Care Services CONTINUED

Effective Date of Payment

a. Evaluation & Management Services

This reimbursement methodology applies to services delivered on or after January 1, 2015. The fee schedule
and any annual/periodic adjustments to the fee schedule are available on the Delaware Medical Assistance
Program {DMAP) website at:

http.//www.dmap.state.de,us/downioads/feeschedules.htmi

Except as atherwise noted in the plan, State-developed fee schedule rates are the same for both government
and private providers.

b.  Vaccine Administration

This reimbursement methodology applies to services delivered on or after January 1, 2015. The fee schedule
and any annual/periodic adjustments to the fee schedule are available on the Delaware Medical Assistance
Program (DMAP} website at:

htto://www.dmap.state.de us/downloads/feeschedules.htmi

Except as otherwise noted in the plan, State-developed fee schedule rates are the same for both government
and private providers.

TN No. SPA #14-0015 Approvai Date_MAR_1.0-2015

Supersedes
TN No. NEW PAGE Effective Date January 1, 2015




STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE OF DELAWARE
ATTACHMENT 4.19-B
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES

OTHER TYPES OF CARE

Physician, podiatry, and independent radiology services shall be reimbursed based on
CPT codes and definitions. Reimbursement rates shall be based on the Medicare

Relative Value (RVU), adjusted by Geographic Practice Cost Indices (GPCI)
representing_the_medical economic_conditions _specific to Delaware. Each CPT code

has & ufigue RV U consisting of - Work Unit-(WRVY);-an-Overhead-Oat(ORVE—————=
and a Malpractice Unlt (MRVU).  Delaware Meditard may adjustthe-weightofeach -
RVU up to, but not to exceed, 100% of the Medicare value.

— et e

Laboratories are reimbursed their usual and customary charge or a maximum fee for
their service, whichever is lower. The maximum fee for each procedure will be
reviewed annually. If such review indicates that fees should be modified, an inflation
factor will be considered to apply to the fees which are currently in place; in addition,
other aspects of the fee structure will be examined in light of usual and customary
charges and other pertinent considerations to develop appropriate rates for the year.

TN No. SP-351 Approval Date_ 90 _2 2 1995

Supersedes
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PAGE 1a

STATE PLAN UNDER TITLE XIX OF THE SQCIAL SECURITY ACT
STATE OF DELAWARE
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES ~
OUTPATIENT HOSPITAL CARE

Payment Methodology Effective April 1, 2009

A.  Effective for dates of service on or after April 1, 2009, outpatient hospital care rates based on a hospital specific fee
schedule will be adjusted to the rates that were in effect on December 31, 2008.

B. Effective for dates of service on or after April 1, 2009, outpatient hospital care payments based on a percent of
charges will be adjusted by an amount for each hospital that will result in a net aggregate reduction in projected

payments of 3%.
C.  All future outpatient hospital care rate adjustments will be suspended until further notice.

Payment Method
Effective with the start of the provider's fiscal year on or after July 1, 1994, the Delaware Medicaid program will reimburse

acute care hospitals for cutpatient services using one of the following payment methods:

* A prospective flat visit rate for four types of visit services provided as outpatient services
o Emergency
o Non-emergency
o Clinic
o Labor/Delivery room
* A hospital-specific cost-to-charge ratio for defined groupings of revenue codes for services not included in the visit
rates above
+ Afee schedule for laboratory services that is paid as a percentage of the Medicare rate.

Reimbursement Methodology

Visit Rates - Hospital cost report data and Medicaid claims data from all Delaware acute care general hospitals from a
base year (1992) was collected to be used to determine the actual cost for each Delaware nospital outpatient department
for each type of visit. The cost data from all the hospitals except one, A.l. DuPont Hospital for Children was used to
establish a single statewide rate (i.e. not a separate rate for each hospital) for each of the four outpatient visit services.
Cost report data frorn A.l. DuPont Hospital for Children was not used in the development of the visit rates, as it is a
speciaity hospital serving only children and its cost structure was determined to be too different to be included in a
statewide rate. This hospital also does not provide labor and delivery service, so no Labor/Delivery rate was necessary. A
separate set of visit rates for all but delivery was for devefoped for the A.l. DuPont Hospital. Since the devetopment of the
visit rates based on hospital cost report data, each rate has been indexed forward using the CMS inpatient Prospective

Payment System Index.

“TN No. SPA #09-002 Approval Date ! [ A Rl T
Supersedes VEY e Ty IR R
TN No. SP-410 Effective Date April 1, 2008




ATTACHMENT 4.19-B
Page 1b

STATE PLAN UNDER TITLE XiX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -
OQUTPATIENT HOSPITAL CARE

Hospital Specific Cost-to-Charge Ratios — Hospital specific cost-to-charge ratios were calculated for each
hospital for defined groupings of revenue codes {for example, blood or anesthesia), not including the visit
services above, based on charges and costs for outpatient services reparted by each hospital for the base
pericd (1992), Each Delaware hospital is paid based on a hospital specific percentage of billed charges for

these revenue codes.

Reimbursement for private psychiatric hospitals for partial hospital psychiatric services is paid at 100% of the
Medicare Hospital Outpatient Prospective Payment System (OPPS) per diem rates for Hospital-Based Level

1 and Level Il Partial Hospitalization Program {PHP) services.

Supplemental payments are not made for outpatient hospital services. Except as otherwise noted in the plan,
State developed fee schedule rates are the same for both government and private providers. Fee schedules
for outpatient hospital services including taboratory services are available on the DMAP website at:

http://www.dmap.state.de.usfdownloads.

Outpatient Hospital UPL. Methodology

UPL demonstrations are performed by applying the Medicare outpatient cost to charge ratios from the
Medicare Cost Report to the provider's billed charges as recorded in Delaware's MMIS to calculate the
Medicare payment. For UPL demonstrations for services not covered by Medicare, DE uses the Medicaid
State Pian Fee Scheduie rate as the reasonable estimate of what Medicare wouid have paid. Crossover

claims are exciuded from the demonstration,

Data required to perform the UPL test includes the foliowing: Medicare Outpatient Cost to Charge Ratio —
Worksheet ¢, Part |, Lines 37-61 from the most recently available Medicare Hospital Cost Report (CMS-
2552-96) and hospital outpatient fee for service Billed Amount and Allowed Amount from Delaware MMIS for
paid claims by date of service that corresponds to the Medicare Hospital Cost Reporting period for sach
Delaware hospital. The appropriate Medicare outpatient hospital cost category will be determined for each
corresponding Delaware Medicaid Level of Reimbursement (grouping of like revenue codes). For each
provider, the Medicare Cost to Charge Ratio for each Delaware Medicaid Level of Reimbursement is
multipfied by the bifled amount submitted by the provider to determine Medicare-defined cost. The resuits are
compared to Delaware Allowed Amount as recorded in the MMIS. The “Allowed Amount” is the maximum
allowable payment per Delaware Cutpatient reimbursement policy before TPL and other offsets are applied.
For claims where there are no offsets, the "Allowed Amount” equals the actual paid amount. The difference
between Medicare Cost and Delaware Medicaid Cost for each cost category is computed for each provider
and aggregated. If the aggregate Medicare Cost exceeds the Medicaid Cost, then the Upper Payment Limit
test is met. if the Medicare Cost is less than the Medicaid Cost, then an overpayment has been made by the
amount by which the Medicaid Cost (i.e. Allowed Amount) exceeds the Medicare Cost.

TN No. SPA #12-014
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE OF DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES —
QUTPATIENT HOSPITAL CARE

Clinic UPL Methodology

Two separate UPL tests are performed, one for private clinics and one for state-operated clinics. There are no non-state
or local-government operated clinics in Delaware.

Private clinics: Private clinics include: Ambulatory Surgical Centers (ASC), End Stage Renal Disease (ESRD)
Clinics, Non-Hospital Affiliated Free Standing Emergency Rooms and Methadone Clinics. ASCs and ESRD clinics
are paid a fixed percent of the Medicare rate for those services, 95% and 100% respectively. Medicare does not
cover dental, Methadone administration or free standing emergency rooms. For UPL demonstrations for services
not covered by Medicare, DE uses the Medicaid State Plan Fee Schedule rate as the reasonable estimate of what
Medicare would have paid.

State-Operated clinics:  State-operated clinics include: Public Heaith Medical Clinics, Public Health Dental
Clinics, School-Based Wellness Centers, and Community Mental Health Clinics. With the exception of three
procedure codes, the Public Health Medical Clinics are paid via the Delaware Medicaid Physician Fee Schedule.
which is a fixed percent of the Medicare Fee Schedule for Delaware. For two of the three other procedure codes,
cofresponding codes from the Medicare Fee Schedule were determined by a DMMA nurse. Procedure code
T1024 relates to developmental screening and treatment of disabled children and is not covered by Medicare. For
this code, the Medicaid rate was assumed to be the reasonable estimate of what Medicare would have paid. For
the Public Health Dental Clinics, the Medicaid rate was determined to be the reasonable estimate of what
Medicare would have paid because Medicare does not cover dental services. For the School-Based Wellness
Centers and the Community Mental Health Centers, DMMA used the CMS 222 Cost Report format o record
provider costs using Medicare Cost Principles. A Medicare visit rate was computed that could be multiplied by the
Medicaid units of service for each fiscal year to determine what Medicare would have paid.

For both each category of clinic, the computed Medicare-defined cost is compared to the Deiaware Allowed
Amount, which is the maximum allowable payment per Delaware clinic reimbursement policy before TPL and
other offsets are applied. For claims where there are no offsets, the “Allowed Amount’ equals the actual paid
amount. Calculate difference between Medicare Cost and Delaware Medicaid Cost for each type of clinic.
Aggregate the data for category of clinic (private, state and non-state) to determine whether the Medicaid Cost
exceeds the Medicare Cost.

o f no, then the Upper Payment Limit test is met
o If yes, then an overpayment has been made by the amount by which the Medicaid Cost (i.e. Allowed

Amount) exceeds the Medicare Cost

[ TR S
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE:DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES ~
OTHER TYPES CF CARE

Medical free-Standing Clinics that are licensed as a free standing emergency room under section 4404 of
Title 16 of the Delaware Administrative Code are paid a negotiated flat rate per encounter. Dialysis clinics
are paid 100% of the applicable Medicare rate. All other medical clinics are paid as physicians are paid as
described in Attachment 4.18-B Other Types of Care, Physician, Podiatry and Independent Radiofogy
Services. Except as otherwise noted in the Plan, State developed fee schedule rates are the same for

both governmental and private medical free-standing clinics.

The agency's fee schedule for free standing emergency rooms was set as of April 1, 2005 and is effective
for services provided on or after that date. The fee schedule and any periodic adjustments are published

on the DMAP website at: http://www . dmap.state. de. us/downioads. himl.

Dental free-Standing Clinics are paid the same as non-clinic dentists per EPSDT Dental Treatment,
Attachment 4.18-B page 19.

School-Based Weliness Center {SBWC) Clinic Services:

1. Payment Methodology: SBWC Clinic Services are reimbursed based on a prospective single visit per
day for each day on which a medical service is provided effective for dates of service on or after
October 1, 2010. The visit rate shall be calcuiated by dividing provider costs for the prior year by
actual visits for the prior year submitted in a format specified by the Medicaid agency. The State-
developed prospective visit rates for this service are the same for both governmentai and private

providers of this service. ’

2. UPL Calculation: Payments for clinic services will not exceed the upper payment limits set forth in 42
CFR 447.321. Providers will complete the Delaware Medicaid SBWC Cost Report annually within four
months after the close of each fiscal year. The Medicaid SBWC Cost Report is based on the
Medicare FQHC Cost Report (CMS 222) adjusted to account for the difference in the operating period
for the SBWCs from a full year clinic. The actual annual visits as reported on the Cost Report shall be
used as the denominator to calculate a visit rate that approximates a Medicare rate. The Medicare
rate will be multiplied by the annual aggregate Medicaid visits for dates of service in the applicable
state fiscal year to approximate the Medicare payment which will be compared to the actual payments

for the fiscal year to determine whether the upper payment fimit test is met.

EPSDT Services are reimbursed as foliows;

See Page 19

Family Planning Clinic Services are reimbursed a flat fee per service. The fee schedule is established as
of October 1 of each year. Family Planning providers are notified of the rates for family planning services.
Except as otherwise noted in the plan, State developed fee schedule rates are the same for both
governmental and private providers of family planning services and the fee schedule is available to

providers upon request.
Approval Date FL
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -
OTHER TYPES OF CARE

Transportation Services are reimbursed as follows!

Emergency Transportation: Effective for dates of service on or after January 1, 2012, emergency

1.
transportation is reimbursed as a percentage of the Medicare Fee Schedule for Delaware as follows:
« Ground Mileage, per Statuie Mile will be 22%
« Advanced Life Support, Emergency Transport wiit be 13%
s Basic Life Support, Emergency Transport will be 17%
« Conventional Air Services, Transport Qne Way {Rotary Wing) will be 39%
» Rotary Wing Air Mileage, per Statute Mile will be 38%
2. Non-emergency Transportation: The broker is reimbursed a monthly capitated rate for each

Medicaid client residing in the State.

Optometrists and Opticians are reimbursed for examinations as physicians are paid as described in
Attachment 4.19-B Other Types of Care, Physician, Podiairy and Independent Radiology Services.

Except as otherwise noted in the Plan, State-developed fee schedule rates are the same for both
governmental and private individual practitioners. The fee schedule and any annual/periodic adjustments
to the fee schedule are published and found at: http:/Avww. dmap. state.de. us/downloads/hcpes. himi.

Spectacle frames and lenses and contact lensés are reimbursed based on Level |l HCPCS procedure
codes. The agency's fee schedule rate for these procedure codes was set on July 1, 2002 and is

available on the DMAP website.

Out-of-State Services, for which Delaware has established a universal rate or cap, will be reimbursed at
the provider's usual and customary charge or Delaware's ratefcap, whichever is lower.

Where there is no universal rate/cap (i.e.. providers are paid a provider-specific rate), Delaware Medicaid
will establish a rate or cap that is consistent with the reimbursement methodology defined in other
sections of Attachment 4.18-B for that specific service, and pay the provider the lower of that rate/cap or

their usuat and customary charge.

Extended Services to Pregnant Women ~ Government providers are reimbursed on a negotiated rate
basis which will not exceed actual costs which result from efficient and economic operation of the
provider. Reimbursement of non-governmental providers will be based on reasonable charges which will
not exceed the prevailing charges in the locality for comparable services as determined from the annual
DMAP Nursing Wage Survey. The agency's fee schedule rate was set as of June 1, 2002 and is effective
for services on or after that date. The fee schedule and any periodic adjustments are published on the

DMAP website at; hitp://www.dmap. state.de. us/downloads. html.

Approval Date FEB 03 2012

Effective Date January 1, 2012

TN No. SPA #11-008
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: Delaware

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -
OTHER TYPES OF CARE

Tobacco Cessation Counseling Services

To maximize the effectiveness of tobacco cessation medications, counseling services
are available for Medicaid beneficiary use in conjunction with cessation medication.

Counseling services must be prescribed by a licensed practitioner participating in the
Delaware Medical Assistance Program (DMAP).

Clinicians and other licensed practitioners must bill their usual-and customary charges
and must use the appropriate CPT/CDT Codes to bill for their counseling services.
Services supplied by contracted vendors are reimbursable under the terms of the
agreement with the State of Delaware.

State developed fee schedule rates and any annual periodic adjustments to the fee
schedule and its effective dates are published at
http./iwww.dmap.state.de.us/downloads/hcpes. htmil

Assurances — Cost Sharing Exemption for Tobacco Cessation Services

The State assures that cost-sharing is prohibited for tobacco cessation services for
pregnant women. In accordance with Section 1916(a}(2){B) and section
1916A(b)}(3)(B)(iii) of the Act, the State does not permit cost sharing for services
furnished to pregnant women, if such services are related to the pregnancy or to any
other medical condition which may complicate the pregnancy. The State assures that the
prohibition on cost-sharing for pregnant women specifically includes "counseling and
pharmacotherapy for cessation of tobacco use by pregnant women (as defined in
section 1905(bb)}.”

TN No.  SPA #11-006 Approval Date BEG . ? 20“
Supersedes
TN No. NEW Effective Date July 1, 2011
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STATE PLAN UNDER TUTLE XIX OF THE SOCIAL SECURITY ACT

STATE: Delaware

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES — OTHER TYPLES OF CARE
Other Licensed Behavioral Health Practitioners

Relmbursements for services are based upon a Medicaid fee schedule established by the State of

Delaware,

If & Medicare fee exists for a defined covered procedure code, then Delaware will pay Psychologists at
100% of the Medicaid physician rates as outlined under Attachment 4.19-8, item 5. if a Medicare fee
axists for a defined covered procedure code, then Delaware Viedicaid will pay Licensed Clinical Social
Workers (LCSWs), Licensed Professionai Counselors of Mental Health (LPCMH), Licensed Marriage and
Family Tharapists {LMFTs) at 75% of the Medicaid physician rates as outlined under Attachment 4.19-8,

iftem S,

Where Medicare fees do not exist for a covered code, the fee development methodology wiil buitd fees
considering each component of provider costs as outlined below. These reimbursement methodologies
will produce rates sufficient to enlist enough providers so that services under the State Plan are
available {0 beneficiaries at least to the extent that these services are avaifable to the general
population, as required by 42 CFR 447.204. These rates comply with the reqguirements of Section
1902(a}(3) of the Social Security Act and 42 CFR 447.200, regarding payments and {are] consistent with
economy, efficiency, and quality of care. Provider enrollment and retention will be reviewed periodically
1o ensure thatl access to care and adeguacy of payments are mainiained. The Medicaid fee schedule wiil
be equal to or less than the maximum allowable under the same Medicare rate, where therais a
comparable Medicare rate. Room and hoard costs are not included in the Medicaid fee schedule,

Except as otherwise noted in the State Pian, the State-developed fee schedule is the same for both
governmentaf and private individual providers and the fee schedule and any annual/periodic
adjustments to the fee schedule are published in the Delaware Register of Regulations. The Agency’s fee
schedule rate was set as of October 2, 2013 and is effective for services provided on or after that date.
All rates are pubtlished on the Delaware Medical Assistance Program {DMAPR) website at

www. dmap.state.de, us/downloads/hepes.hitmi,

EP=t-4=20H
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STATE PLAN UNDER TiTLE XIX OF THE SOCIAL SECURNTY ACT

STATE: Delaware

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES ~ OTHER TYPES OF CARE
Other Licensed Behavioral Health Practitioners Continued;

The fee development methodology will primarily be composed of provider cost medeling, through
Delaware provider compensation studies, cost data, and fees from similar State Medicaid programs may
be considered, as well. The following list outfines the major components of the cost mode! to be used in
fee development.

s Staffing Assumptions and Staff Wages

¢ Employee-Related Expenses ~ Benefits, Employer Taxes {e.g., Federal Insurance Contributions Act
{FICA), unemployment, and workers compensation)
Program-Related Expenses {e.., supplios)

*  Provider Overhead Expenses

¢ Program Billable Units

The fee schedule rates will be developed as the ratio of total annual medeled provider costs to the
estimated annual hillable units.

TN No. 5PA #13-0018 Approval Date” = To7oh
Supersedes
TN Mo, NEW Effective Date july 1, 2014
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State: DELAWARE

Reimbursement Methodoiogies for Rehabilitative Services:

1) Community Support Service Programs
Reimbursement Methodology for Community Support Services

Rates for Community Support Services as defined in Attachment 3.1-A will be
established by a rate setting committee composed of representatives of varicus Divisions
of Delaware Health and Social Services, including the Division of Social Services (DSS),
the Division of Management Services (DMS), and the Division of Substance Abuse and

Mental Health (DSAMH).

A universal per-diem rate for all services with the exception of Psychosocial
Rehabilitation Center Services and Residential Rehabilitation Services is to be set initially
and for three subsequent fiscal years based upon a trend analysis of Medicaid
expenditures for individualized home and community based Community Support Services
during the base period of SFY 2000 through SFY 2002 and adjusted thereafter by the

rate setting committee.

Rates for Psychosocial Rehabilitation Center Services and Residential Rehabilitation
Services are provider specific and are calculated by determining the total costs for each
provider of the respective services, including cost of services to all clients regardless of
Medicaid eligibility. The rates will be per-diem for Residential Rehabilitation Services and
per half-day unit for Psychosocial Rehabilitation Center Services.

o
-
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE: Delaware

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES — OTHER TYPES QF CARE
REHABHATATIVE SERVICES
Crisis Intervention Behavioral Health Services

Reimbursement for crisis intervention services as outlined per Attachment 3.1-A, page 6a is paid
based upon & Medicaid fee schedule established by the State of Delaware,

if a Medicare fee exists for a defined covered procedure code, then Delaware will pay Psychologists
at 100% of the Medicaid physician rates as outlined under Attachment 4.19-B, item 5, If 3 Medicare
fee exists for a defined covered procedure code, then Delaware will pay Licensed Clinical Social
Workers (LCSWs), Licensed Professional Counselors of Mentat Health (LPCMH), Licensed Marriage
and Family Therapists (LMFTs) at 75% of the Medicaid ahysician rates as outlined under Attachment
4.19-8, item 5.

Where Medicare fees do not exist for a covered code, the fee develepment methodology will build
fees considering each component of provider costs as outlined below, These reimbursement
methodologies will preduce rates sufficient To enlist enough providers so that services under the
State Plan are avaiiable to beneficiaries at least to the axtent that thase services are available to the
general population, as required by 42 CFR 447.204. These rates comply with the requirements of
Section 1902(a)(3) of the Social Security Act and 42 CFR 447.200, regarding payments and consistant
with economy, efficiency, and quality of care. Provider enroliment and retention will be reviewed
periedically to ensure that access to care and adequacy of payments are maintained, The Medicaid
fee schadule will be egual to or less than the maximum allowable under the same Medicare rate,
where there is 3 comparable Medicare rate. Room and board costs are not included in the Medicaid
fee schedule.

Excent as otherwise neted in the State Plan, the State-developed fea schedule is the same for both
governmeatal and private individual providers and the fee scheduie and any annual/periadic
adjustments to the fee schedule are published in the Delaware Register of Regulations. The Agency's
fee schedule rate was set as of October 2, 2013 and is effective for services provided on or after that
date. All rates are pubiished on the Delaware Medica! Assistance Program {DMAP) website at
www.dmap,state.de.us/downicads/hepcs. html.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE: Defaware

METHODS AND STANDARDS EOR FSTABLISHING PAYMENT RATES ~ OTHER TYPES OF CARLE
REMABILITATIVE SERVICES
Addiction Services Rehabilitative Health Services

Reimbursement for outpatient addiction services as outlined per Attachment 3.1-A, page 6g and
residential treatment services as outlined per Attachment 3.1-A page 6i are paid based upon o Medicaid
fee schedule established by the State of Pefaware.

If & Medicare fee exists for a defined covered procedure code, then Delaware will pay Psychologists at
100% of the Medicaid physician rates as outlined under 4.19-8, item 5. If a Medicare fee exists for a
defined coverad procedure code, then Delaware will pay Licensed Clinical Social Workers {LCSWs),
Licensad Professional Counselors of Mental Health (LPCMH), Licensed Chemical Dependency
Professionals {LCDPs), Licensed Marriage and Family Therapists {LMFTs) at 75% of the Medicaid
physician rates as outlined under 4.19-8, item 5.

Where Medicare fees do not exist for a covered code, the fee development methodology for both
outpatient and residentiai rates will buitd fees considering each component of provider costs as outlined
beiow. These reimbursement methodologies will produce rates sufficient to enlist enough previders so
that services under the plan are available te beneficiaries at least to the extent that these services are
available to the general population, as required by 42 CFR 447.204. These rates comply with the
requirements of Section 1902(a)(3} of the Social Security Act and 42 CFR 447.200, regarding payments
and consistent with econemy, efficiency, and quality of care. Provider enrollment and retention will be
reviewed periodically to ensure that access to care and adequacy of payments are maintained. The
Medicaid fee schedule will be equal to or less than the maximum allowable under the same Medicare
rate, where there is a comparable Medicare rate. Room and board costs are not included in the

Medicaid fee schedule.

Except as otherwise noted in the State Plan, the State-developed fee schedulg is the same for both
governmental and private individual providers and the fee schedule and any annual/periodic
adjustments to the fee schedule are published in the Delaware Register of Regulations. The agency’s fee
schedule rate was set as of Qctober 2, 2013 and is effective for services provided on or after that date.
All rates are published on the Delaware Medical Assistance Program {DMAR) website at
www.dmap.state.de us/downloads/hepes.hitml.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: Delaware
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES — OTHER TYPES OF CARE
REHABILITATIVE SERVICES
Addiction Services Rehabilitative Health Services Continued:

The fee development methodology will primarily be composed of provider cost modeling, through
Defaware provider compensation studies, cast data, and fees from similar State Medicaid programs may
be considered, as well. The following list outlines the major components of the cost model to be used in

fee development,

s Staffing assumptions and staff wages.

¢ Employee-related expenses — benefits, employer taxes (e.g., Federal insurance Contributions Act
(FICA}, unemployment, and workers compensation).

»  Program-related expenses (e.g., supplies).

¢ Provider overhead expenses.

s Program hillable units.

The fee schedule rates wili be developed as the ratio of total annual modeled provider costs to the
estimated annual billable units.

" TN No. SPA #13-0018 Approval Date_“ P 18 J014

Supersedes
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Home Health Services

1. Providers of Home Health services shall be reimbursed prospectively determined
rates according te standard HCPCS definitions.

2. Providers will be prospectively reimbursed the lower »f their Usual and
Customary charge or the Medicaid rate.

TN No. S$P-391 Approval Date July 26, 2002

Supersedes
TN No. SP-333 Effective Date July 1, 2002
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Prescribed Pediatric Extended Care Centers (PPECCs) will be reimbursed
at a negotiated range of daily rates depending on the level of care
needed by each child.

COMAY 5 iSQQ
TN No. _8SpP - 273 Approval Date
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Page 8
State DELAWARE
DELAWARE BATES FOR OBSTETRICAL CARE
59000 Amniocentesis $51.70
59012 Code not currently used
58015 Chorionic villus sampiing, any method $133.25
58020 Fetal oxytocin stress test, complete Total 5 39.04
Professional Component $ 15.83
590256 Fetal non-stress test, complete,.. Total $ 30.00
Professional Component $15.83
580306 Fetal scalp blood sampling Jond
59050 Internal fetal monitoring $126.60
59051 interpretation only $ 55.81
59100 Hysterotomy IC*
59120 Surgical treatment of ectopic pregnancy; tubal or ovarian $442.05
requiring salpingectomy and/or oophorectomy
59121 tubal or ovarian, without salpingectomy and/or cophorectomy $512.73
59130 abdominal pregnancy $580.25
581356 interstitial, uterine pregnancy requiring total hysterectomy $525.39
59136 interstitial, uterine pregnancy with partial resection of uterus $525.39
59140 cervical, with evacuation ‘ $808.13
59150 l.aparoscopic treatment of ectopic pregnancy; without $373.20
salpingectomy and/or oophorectomy
592151 with salpingectomy andfor oophorectomy $525.30
59160 Curettage, postpartum (separate procedure $163.63
58200 insertion of cervical dilator $ 43.69
59300 Episiotomy or vaginal repair; by other than attending physician $ 94,42
58320 Cerclage of cervix, during pregnancy; vaginal $ 90.00
50325 abdominal Ic*
58350 Hysterorrhaphy of ruptured uterus $348.30
WW303 initial prenatal visit $ 49.00
59400 Code not currently used
59409 Vaginal Delivery only {with or without episioctomy and/or $600.00
forceps)
58410 Routine delivery $680.00
59412 Code not currently used
b8414 Delivery of placenta {separate procedure) $ 94.80
59420 Prenatal visit $ 356.00
58425 Code not currently used
59426 Code not currently used
59430 Postpartum care only $ 35.00
58510 Code not currently used
* IC = individual consideration
TN No. SP-370 Approval Date JUL 01 1907
Supersedes :
TN No. SP-363 Effective Date 711797
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Page 8a
h9514 Cesarean dellivery only $600.00
58518 including postpartum care $680.00
59525 Subtotal or total hysterectomy after cesarean delivery $353.40
hag1i2 Treatment of incomplete abortion, any trimester completed $211.00

surgically
59820 Treatment of missed abortion, completed surgically; completed £200.45
surgically; first trimester
58821 second trimester $284.87
59830 Treatment of septic abortion, completed surgically $166.16
59840 induced abortion, by dilation and curettage $321.78
59841 Induced abortion by dilation and evacuation 1C*
58850 Induced abortion, by one or more intra-amniotic injections $379.80
bo8561 with dilation and curettage and/or evacuation $358.70
53B52 with hysterotomy (failed intra-amniotic injection) IC*
598565 Induced abortion, by one or more vaginal suppositories {eg, $333.77
prostaglandin} with or without cervical dilation (eg, laminaria)
59856 with dilation and curettage and/or evacuation $503.51
58857 with hysterotomy {failed medical evaluation) $612.45
59870 Uterine evacuation and curettage for hydatidiform mole $248.27
59889 Unlisted procedure, maternity care and delivery IC*
* IC = individual consideration
TN No. SP-370 Approval Date Jut 01 1997
Supersedes

TN No. SP-363 Effective Date 7/1/87
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' v DELAWARE RATES FOR PEDIATRIC CARE
- .
P New patient office visits
o 99201 $ 25.00
98202 $ 40.00
899203 $ 60.00
98204 $ 85.00
99205 $ 105.00
i n visi
89211 $ 12.50
99212 $ 20,00
99213 $ 39.00
29214 $ 50.00
99215 $ 75.00
N i i r_other i I1tati
99241 $ 25.00
09242 $ 35.00
99243 $ 50,00
99244 ._, $ 75.00
09245 $120.00
P i~ N T firm lation
Y17 99271 through 89275 Codes not currently used
; w patient home servi
98341 $ 32.60
99342 $ 45.47
98343 $ 54,78
ish ient hom rvi
98351 $ 3212
99352 $ 38.71
99353 $ 4510
Prolonged Serviges
98354 Prolonged physician service in the office or other outpatient
setting requiring direct patient contact beyond the usual $100.00
service; first hour
90355 each additionat 30 minutes $ 45,00
983568 Code not currently used
99359 Code not currently used

99371 through 88373 Codes not currently used
New patient preventive medicine serviges
98381 through 83384 Codes not currently used

* 1C = individual consideration
TN No. SP-370 Approval Date JUL 01 1997
Supersedes
TN No. SP-363 Effective Date 711187
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99391 $ 31.00
99392 $ 31.00
99393 $ 31.00
99394 $ 31.00
99401 through 99429 Codes not currently used
Newborn care :
99431 Newborn care $ 48.00
29432 New born care in other than hospital/birthing room setting $ 48.00
99433 Normal newborn subsequent hospital care $ 32.00
98440 Newborn resuscitation; care of high risk newborn $ 85.00
94772 Pediatric Pneumogram IC*
immunizations
90700 DTaP -Covered through Immunization Program
90701 DTP - Covered through Immunization Frogram
20702 DT - Covered through Immunization Program
90703 Tetanus toxoid ; $ 2.20
90704 Mumps virus vaccine, live . IC*
80705 Measles virus vaccine, live, attenuated $ 16.85
20706 Rubella virus vaccine, live $ 16.80
90707 MMR $27.25
80708 MR $16.90
907089 Rubelia & Mumps IC*
90710 Measles, mumps, rubella, and varicelia vaccine iC*
90711 Diphtheria, tetanus, and pertussus (DPT) and injectable

poliomyelitis vaccine - Covered through Immunization Program

Only
90712 PV - Covered through Immunization Program Only
90713 Poliomyelitis $ 2017
90714 Typhoid vaccine IC*
90716 Varicella (chicken pox) vaccine - Covered through Immunization

Program Only ‘
80717 Yellow fever vaccine IC*
90718 Tetanus & Diptheria toxoids absorbed $ 2.60
80719 Diphtheria toxoid Ic*

90720 Diphtheria, tetanus, and pertussis (DPT} and Hemophilus
influenza B (HIB) vaccine - Covered through Immunization

Program Only

80721 Diphtheria, tetanus toxoids, and aceliular pertussis vaccine
{DTaP) and Hemophilus influenza B {HIB) vaccine - Code not
currently used

*{C = individual consideration

M1 ‘
TN No. SP-370 Approval Date A 1997
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50724 Influenza virus vaccine $ 4.38
90725 Cholera vaccine IC*
90726 Rabies vaccine $ 83.00
90727 Plague vaccine IC*
90728 BGC vaccine 1C*
90730 Hepatitus A vaccine Tokd
890731 Hepatitis B - Covered through Immunization Program Only
80732 Preumococcal vaccine, polyvalent $ B.60
90733 meningococcal polysaccharide vaccine (any group(s)) $ 45.00
90737 MHemophilus influenza B - Covered through Immunization

Frogram Only
90741 Immunization, passive; human {ISG) . $ 38.00
90742 Specific hyperimmune serum globulin ok
90744 Immunization, active, hepatitis B vaccine: newborn to 11 years
- Code not currently used

90745 11 - 19 years - Code not currently used
80749 Unlisted immunization procedure [C*
WW224 | DTaP - Covered through Immunization Program Only
WW226 | DPT & HIB - Covered through immunization Program Only

Defaware impltemented a HCFA approved 1115 Demonstration waiver {the Diamond State
Health Plan-DSHP) on 1/1/96. Participants in the DSHP include most Medicaid eligible
pregnant women and children including:

= AFDC & AFDC/UP recipients

¢ Pregnant women and infants with family beiow 1859% of poverty

» Children up to age 6 with family incomes below 133% of poverty

« Chiidren up to age 19 with family income at or below 100% of poverty

¢ S5 recipients

» Disabled children under 42 CFR §435.225

Each DSHP participant chooses or is assigned to a primary care physician (PCP) who is
responsible for providing primary care services, including EPSDT services. The PCP also
either provides or refers the participant for pediatric and, for women of childbearing years,

obstetrical/gynecoiogical services,

The implementation of the DSHP assures access to pediatric and OB/GYN services which
meets the Medicaid State Plan requirements for payment of and access to these services
and the DSHP waiver requirements.

* IC = individual consideration

JIL 01 1097
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STATE OF DELAWARE
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Page 10

DELAWARE RATES FOR PRIVATE DUTY NURSING

Private duty nursing services provided to eligible DMAP clients are reimbursed using
prospectively determined rates. The unit of service for agency providers is one hour, and for self-
employed nurses is 15 minutes. A weekly maximum limit is established for each client by the
DMAP based on the authorized services.

Rates for agency services are reviewed annually. The rate will relate to the lowest prevailing
usual and customary charge, as determined by a survey of all private duty nursing service
agencies. Agencies will be reimbursed the lower of their usual and customary charges or the
maximum rate,

Rates for self-empioyed nurses will be individually negotiated, but will not exceed a
predetermined percentage of the agency rate. Self-employed nurses agree to rates that do not
exceed 60% of the agency rate for LPNs and 70% of the agency rate for RNs. Rates may not be
renegotiated more than once annually except in extenuating circumstances. Increases will be
limited to the normal medical inflation used by DMAP. Self-employed nurses will be reimbursed
the: lower of their usual and customary charges or the maximum rate. DMAP assures that both
public and private providers are paid the same rates.

Providers are not required to submit cost reports to the DMAP. There are no retrospective
settlements on claims paid.

The baseline PDN reimbursement rate will normaity represent services provided by one nurse to
one client. An adjusted reimbursement rate per client will be established for medically
appropriate PDN services provided by a single nurse for up to three clients. Maximum rates are
established according to the following table:

One client: Rate for One = 100% of established baseline rate
Two clients: Rate for Each 50% of 143% of baseline rate
Three clients: Rate for Fach = 33% of 214% of baseline rate

1l

For example, if the baseline rate for one client is $21.00 per hour, the reimbursement rate for
multiple client settings is as follows:

One Client; Rate for each client= $21.00 per hour (Baseline)

Two Clients: Rate foreach client=  $15.00 per hour

Three Clients: Rate for each client =  $15.00 per hour
TN No. SP - 404 Approval Date 14 i
Supersedes

TN No. SP - 391 Effective Date MAR 10 2005
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Reimbursement for Assistive Technologies and Supplies

DURABLE MEDICAL EQUIPMENT (DME). SUPPLIES, APPLIANCES, ORTHQTICS
AND PROSTHETICS

The Delaware Medical Assistance Program (DMAP) will reimburse DME providers
for the purchase/rental of medical equipment, appliances, orthotics and prosthetics
and the purchase of medical supplies when ordered by a medical practitioner.

Reimbursement is determined by the DMAP based on one of the following:

e The Medicare fee schedule received yearly from the Region A - Durable Medical
Equipment Regional Carrier (DMERC) OR

« A nationally recognized pricing system OR

» Information received from the DME provider such as catalog pages that include
manufacturer’'s name, item model number, and costs or a copy of the
company’s invoice that describes the item and gives an itemized explanation of
all charges. {It is not permissible for the DME provider to “roll in” other expenses

such as labor, delivery, fittings, etc.

Except where there is a Medicare fee established, DMAP pays the lower of:

» Provider's usual and customary charge charges
o Cost + 20% (includes administration fee)
» List price.

AUGMENTATIVE AND ALTERNATIVE COMMUNICATION DEVICES/SYSTEMS

The reimbursement for augmentative and alternative communication devices /
systems is determined based on documented actual cost to the provider for the
device plus 20% on the first $1,000 and 5% on the balance, or the provider’s
usual and customary charge for the device, whichever is lower.

TN No. SP-373 Approval Date PR 1 8 wg"

Supersedes
TN No. SP-286 Effective Date 4/1/97
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Page 13
METHODS AND STANDARDS FOR ESTABLISHING
PAYMENT RATES

OTHER TYPES OF CARE

FEDERALLY QUALIFED HEALTH CENTERS

The Health Care Financing Administration (HCFA) requires that Federally Qualified Health
Centers {FQHCs) be reimbursed in compliance with the Benefits Improvement and
Protection Act (BIPA) of 2000. Effective January 1, 2001, Delaware will pay 100% of
reasonable cost based on an average of the Fiscal Year 1999 and 2000 audited cost

report.

FQHCs are assigned a prospectively determined rate per clinic visit based on actual costs
reported on their audited cost report from their last fiscal year. Since the rates are
calculated off of their cost reports, and they do not correspond with the Federal Fiscal
Year, they would span more than one fiscal year. Starting July 1, 2001, the Medicare

Economic Index will be used to inflate their rates. THE . A PUTATION S ALso ADIUSTED
TACH TEAR, TO REFLECT ANMY 1NOREASE oOR DECREASE W THE CENTERS

ey B o R VeSS,

DMAP requires that a new provider submit a cost report so that a rate based on reasonable

costs can be established. Any new FQHC/RHC will be capped at 100% of the highest rate
that Medicaid pays to a FQHC for the initial rate year.

Primary Care costs are separated from Administrative and General costs for purposes of

rate calculation. The Administrative and General component is capped at 40% of the total
cost. Each cost component is inflated by the current HCFA Medicare Economic Index.

Medicaid wili ensure 100% cost payment regardless of the payment mechanism.
The rate year for FQHC services is July 1 through June 30.

X The payment methodology for FQHCs will conform to section 702 of the BIPA
2000 legislation,

X The payment methodology for FQHCs will conform to the BIPA 2000 requzrements
Prospective Payment System.

TN No. SP- 385 Approval Date 09/10/01

Supersedes

TN No. SP-282 Effective Date 01/01/01
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE/TERRITORY: Delaware
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES — OTHER TYPES OF CARE

REIMBURSEMENT FOR PHARMACEUTICALS

Overview
The Delaware Medical Assistance Program (DMAP) will relmburse pharmaceuticals using the lower of:

¢ The usual and customary {U & C} charge to the general public for the product,
National Average Drug Acquisition Cost (NADAC) or if a NADAC is not available the Average Wholesale Prlce

(AWP) minus 19%,
A State-specific maximum allowable cost (DMAC) when the purchase price is not appropriately represented by

either the NADAC or the Average Wholesale Price (AWP) minus 19%,
»  The Federal Upper Limit (FUL) wiil not be used since the NADAC reflects the actual acquisition cost.

Entities that qualify for speclal purchasing under Section 602 of the Veterans Health Care Act of 1992, Section 340-
B of the Publlc Health Service Act covered entities, selected disproportionate share hospitals and entities exempt
from the Robinson-Patman Price Discrimination Act of 1936 must charge the DMAP no more than thelr actual
acquisition cost (AAC) plus a professional dispensing fee. The AAC must be supported by invoice and payment

documentation.

Professional Dispensing Fee

The professional dispensing fee rate is ten dollars ($10.00). There Is one-time professional fee per thirty (30)-day
period unless the class of drugs is routinely prescribed for a limited number of days.

Definitions ‘
Delaware Maximum Allowable Cost {(DMAC) - a maximum price set for relmbursement:

* when a single source product has Average Selling Prices provided by the manufacturer that Indicates the AWP

is exaggerated, or
¢ when the NADAC does not reflect the most current cost of a multiple source drug, or

¢ ifasingle provider agrees to a special price.

Any willing provider can dispense the product.

i

TN No. SPA #14-0008 Approval Date ___JAN () D 2015

Supersedes

Effective Date April 1, 2014
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Federal Upper Limit (FUL) - The FUL is a federally defined price and constitutes the
upper limit of reimbursement where a DMAC limit does not exist.

Non-Traditional Pharmacy - long term care and specialty pharmacias.
Traditional Pharmacy - retail independent and retail chain pharmacies.

Reimbursement Folicy.

e Medicaid reimbursement is limited to only those drugs supplied from manufacturers
that have a signed national agreement or an approved existing agreement under
Section 1927(a) of the Social Security Act. Restrictions in drug voverage are listed
on Page 5 Addendum of Attachment 3.1-A of this Plan.

Exceptions:

e [xceptions to the reimbursement of FUL and DMAC can be made if a physician
certifies in their own handwriting that a specific brand is medically necessary, The
medical necessity must be documented on a FDA Med-Watch form based on the
client experiencing an adverse reaction.

e Other exceptions will be made if documentation provided demonstrate that the
product can only be obtained a higher rate.

TN No, §P-397 Approval Date April 17, 2003

Supersedes
TN No. SP-371 Effective Date January 1, 2003
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State/Territory . DELAWARE

Perzonal Care SQI‘Vi ces.

Payment for personal care services is based on a fee for service,
the rate for which is set by a rate setting committee (including
representatives of the Department of Health and Social Services'
Divisions of Social Services, Management Services, and Alcohol, Drug
Abuse and Mental Health) on an annual and provider specific basis.

TN No._ SP-305 Approval DatedUL 9 U 1992

Supersedes -
TN No.__SP-250 Effective Date %é/// Y
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State: DELAWARE

Reimbursement methodology for Day Health and Rehabilitation Services
for individuals who could benefit from services designed for, or associated with
Mental Retardation or Developmental Disabilities

Rates for Day Health and Rehabilitation Services, as defined in Attachment 3.1-A, will
be daily rates established for the defined levels by a rate setting committee composed
of representatives of various Divisions of the Delaware Department of Health and Social
Services, including the Division of Social Services (DSS), the Division of Management
Services (DMS), the Division of Alcoholism, Drug Abuse and Mental Health (DADAMH,
and the Division of Mental Retardation (DMR).

Rates are provider specific and are calculated by determining total costs for each
provider at each level of service, including cost of services to all clients regardless of
Medicaid eligibility.

TN No. SP-378 Approval Date 6/25/99

Supersedes
TN No. SP-315 Effective Date 7/1/98
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State: _ DELAWARE

REIMBURSEMENT FOR FREE STANDING SURGICAL CENTER / AMBULATORY SURGICAL CENTER
SERVICES

Delaware Medicaid uses the reimbursement methodology and formulae of

the Medicare program, as described in Section 5243 of the Medicare Carriers Manual. in determining
per diem rates for payment of Free Standing Surgical Centers (FSSCs) / Ambulatory Surgical Centers
(ACS). Effective April 1, 2009, Delaware Medicaid reimburses 95 percent of the Medicare calculated

ASC rates for Delaware.

Except as otherwise noted in the plan, State developed rates are the same for both government and
private providers. The fee schedule of ASC rates is available on the DMAP website at the following
address: http://www.dmap state.de.us/downloads.

TN No. SPA #09-002 Approval Date AL
Supersedes

TN No. SP-3:§£ Effective Date April 1, 2009




ATTACHMENT 4.19-8
Page 18

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE: Delaware

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES — OTHER TYPES OF CARE

{RESERVED FOR FUTURE USE)

TN No. SPA #13-0018 Approval Date

TN No. $*-322 Effective Date fuly 3, 2014
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -
OTHER TYPES OF CARE

Early and Periodic Screening, Diagnosis and Treatment {EPSDT) Services are reimbursed as
follows. Except as otherwise noted in the plan, State developed fee schedule rates are the same
for both government and private providers.

Dental Services — Effective for dates of service on or after April 1, 2012, Delaware pays
for dentat services at the lower of:

e the provider's billed amount {hat represents their usual and customary charge; or
e the Delaware Medicaid maximum allowed amount per unit per covered dental procedure
code according (o a published fes schedule.

The Delaware Medicaid dental fee schedule will be developed based on the National Denlal
Advisory Service (NDAS) annual Comprehensive Fee Report. For each covered dental procedure
code, Delaware’s maximum allowable amount will be computed as a percentage of the NDAS
published naticnal fee. Delaware will rebase its dental fse schedule rates each time the NDAS

publishes a new survey.

Ganearal Dental Services shall be paid at 84% of the NDAS 70th percentile amounts
Speciaty Dental Services shall be paid at 80% of the NDAS 80th percentile amounts.

Access-Based Fees for certain specialty prosedure codes may be established to account for
deficiencies in rates that are based on the NDAS fee schedule percentages above retating to the
adequacy of access (o health care services for Medicaid clients. These rates will be published on
the DMAP websile and a stale plan amendment will be submitied any time these rales change
indicaling the new effective date.

The maximum allowed amounts for procedure codes not included in the NDAS fee schedule or
for new procedure codes established after the annual NDAS fee schedule s pubtished will be
basad on the existing rates for similar existing services. If thare are no similar services the
maximum allowed amount is set at 80% of the estimated average charge until a rate can be
astablished based on the NDAS fee schedule.

The dental fee schedule ig available on the Delaware Medicaid Assistance Program (DMAR)
website at: hitp/Awww . dmap. state de usfdownloads himl

TN No. SPA #12-005 Approval DateQ P £ 1 2017,

Supersedes
TN No. SPA #09-002 Effective Date April 1, 2012
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
-~ OTHER TYPES OF CARE

5. Other EPSDT Services

Reimbursement for services not otherwise covered under the State Plan is
determined by the Medicaid agency through review of a rate setting committee.
Non-institutional services are paid on a fee-for-service basis. Institutional services
are per diem rates based on reasonable costs. These services include:

(a) Prescribed Pediatric Extended Care - see ATT. 4.19-B, Page 7

(b) Inpatient and Partial Hospital Psychiatric Services — reimbursed on a per diem
basis

{c) Outpatient Psychiatric Facility Services - fee-for-service
(d) School-Based Health Service (SBHS) Providers:

School based health service providers include Delaware school districts and
- charter schools and may provide the following Medicaid services per Attachment

3.1-A, Page 2 Addendum:

EPSDT Screens

Nursing Services

Physical Therapy

Occupational Therapy

Speech Therapy, Language and Hearing Services
Psychological and Developmental Treatment Assessment
Counseling and Therapy

Specialized Transportation Services

¢ & 2 o & 9 & o
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
— OTHER TYPES OF CARE

(d) School-Based Health Service (SBHS) Providers Continued:
Direct Medical Payment Methodology for SBHS Providers

Effective for dates of service on or after July 1, 2008, covered SBHS provided or
purchased by Local Education Agency (LEA) providers will be paid on a cost
basis. Providers will initially be reimbursed using DMMA interim fee for service
rates for SBHS direct medical services per specified unit of service. Fee for
service rates include allowable direct costs (salaries, benefits, purchase of
service and other costs directly related to the delivery of the medical services)
and indirect costs, allocated as part of an Indirect Cost Plan per OMB Circular A-
87 that must be approved by the cognizant agency. These rates are specific to
the Local Education Agencies. Rates must be consistent with efficiency,
economy and quality of care. The interim rates are provisional in nature, pending
the completion of cost reconciliation and cost settlement for the period covered
by the interim rates. On an annual basis, a District or school-specific cost
reconciliation and cost settlement will be processed for all over and under
payments.

Computation of SBHS Interim FFS Rates

The interim rate will be computed for each procedure code based on actual costs
incurred in the prior state fiscal year. The interim rates are provisional in nature,
pending the compietion of cost reconciliation and cost settlement for the period
covered by the interim rates. On an annual basis, a District or school-specific
cost recongciliation and cost settlement will be processed for all over and under

payments.

-~
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
- OTHER TYPES OF CARE

{d) School-Based Health Service (SBHS) Providers Continued:
Determination of Actual LEA Costs via Annual Cost Reporting Process

Actual total direct and indirect cost of providing heatth-related services, less any
federal payments for these costs, will be determined using the following data

sources:
1. School Based Health Services Cost Reports

Each provider will complete an annual cost report for all school based health
services delivered during the previous state fiscal year covering July 1
through June 30. The cost report is due on or before October 31 of the fiscal
year following the reporting period. The primary purposes of the cost report

are to:

¢ Document the provider's total Medicaid allowable costs for delivering
school based health services, including direct costs and indirect costs,
- based on CMS-approved cost allocation methodology procedures:
and
» Reconcile its interim payments to its total CMS-approved, Medicaid
allowable scope of costs hased on CMS-approved cost allocation
methodology procedures.

The annual SBHS Cost Report includes a certification of funds statement
to be completed, certifying the provider's actual, incurred
costs/expenditures. All filed annual Cost Reports are subject to a desk
review by the Department of Health and Social Services (DHSS) or its

designee.

N LV B T T
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
~ OTHER TYPES OF CARE

{(d) School-Based Health Service (SBHS) Providers Continued:

Allowable Costs shall include:

a. Direct Medical Services including Salaries, Benefits and contracted
medical services which may be traced directly to the provider's
audited yearly trial balance.

b. Indirect Costs using the provider specific Unrestricted indirect Cost
Rate (UICR) applicable for the dates of service in the rate year. The
UICR is the unrestricted indirect cost rate approved by Delaware's
cognizant agency for education services, the U.S. Department of

Education.

2. Direct medical percentage as determined by the CMS Approved Time
Study data.

The time study is used to determine the percentage of time that medical
service personnel spend on direct medical services, general and
administrative time and all other activities to account for 100 percent of
time to assure that there is no duplicate claiming. This time study
methodology will utilize two mutually exclusive cost pools representing
individuals performing Direct Medical Services: one for nursing staff and
one for all other healthcare professionals. A sufficient number of
personnel for each cost pool will be sampled to ensure time study results
that will have a confidence level of at least 95 percent (95%) with a
precision of plus or minus five percent (6%} overall. The Direct Medical
Service time study percentage is applied against the Direct Medical
Service cost pool. Results will be District-wide so every school will have
the same time study percentages.

TN No. SPA #08-004 Approval Date

Supersedes
TN No. SP-298 Effective Date July 1, 2008
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
~ OTHER TYPES OF CARE

(d} School-Based Health Service (SBHS) Providers Continued:
3. School District-specific IEP Medicaid Eligibility Rates (MER)

A District-wide MER will be established that will be applied to all
participating schools. When applied, this MER will discount the Direct
Medical cost pool by the percentage of Medicaid students with |EPs.

The names and birthdates of students with a health-related |IEP will be
identified from ESchool Plus, the statewide pupil accounting system and
matched against the Medicaid eligibility file to determine the percentage
of those that are eligible for Medicaid. The numerator of the rate will be
the students with an IEP that are eligible for Medicaid, and the
denominator wilt be the total number of students with an 1EP.

Computation of Total Medicaid Reimbursable Cost

For each district or school participating in the Delaware Medicaid program, the
SBS Allowable Costs from Step 1 will be multiplied by the Direct Medical
Percentage from Step 2. The product will then be multiplied by the Medicaid
Eligibitity Rate from Step 3 to determine the tofal Medicaid reimbursable cost for

each participating provider.

TN No. SPA #08-004 Approval Date _{"{nf? & @ 4isid

Supersedes
TN No. SP-298 Effective Date July 1, 2008
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
- OTHER TYPES OF CARE

(d) School-Based Health Service (SBHS) Providers Continued:
Specialized Transportation Services Payment Methodology

Specialized transportation services are paid on a cost basis. Providers will
initially be reimbursed using a DMMA interim fee for service rate per trip for
specialized transportation services.

Transportation costs included on the cost report worksheet will only inciude those
personnel and non-personnel costs associated with special education reduced by
any federal payments for these costs, resulting in adjusted costs for
transportation. The cost identified on the cost report includes the following:

Bus Drivers

Attendants

Substitute Drivers

Fuel

Repairs & Maintenance
Contractors payments
Other Operating Expenses
Depreciation

PND O s LN

Special education transportation costs include those adapted for wheelchair lifts
and other special modifications which are necessary to equip a school bus in
order to fransport children with disabilities. On an annual basis, a cost
reconciliation and cost settlement will be processed for all over and under
payments.

TN No. SPA #08-004 Approval Date

Supersedes
TN No. SP-298 Effective Date July 1, 2008
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
— OTHER TYPES OF CARE

{d) School-Based Health Service (SBHS) Providers Continued:

Transportation to and from school may be claimed as a Medicaid service when
the following conditions are met;

1. Transportation is specifically listed in the IEP as a required service;

2. The child requiring transportation in a vehicle with personnel specifically
trained to serve the needs of an individual with a disability;

3. A medical service is provided on the day that specialized transportation is
billed; and

4. The service billed only represents a one-way trip.

Cost Reconciliation Process

The cost reconciliation process must be completed within twelve (12) months of
the end of the reporting period covered by the annual Cost Report. The total
Medicaid allowable costs based on an approved cost allocation methodology are
compared to the provider's Medicaid interim payments for school based health
services paid for dates of service during the reporting period as documented in
the MMIS, resulting in cost reconciliation.

For the purposes of cost reconciliation, the provider may not modify the CMS-
approved scope of costs, the CMS-approved cost allocation methodology
procedures, or its CMS-approved time study for cost-reporting purposes. Any
modification to the scope of cost, cost allocation methodology procedures, or
time study for cost-reporting purposes requires approval from CMS prior to
implementation; however, such approval does not necessarily require the
submission of a new state plan amendment.

Y -'”;;ig"fuf{s'-
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
- OTHER TYPES OF CARE

{d) School-Based Health Service (SBHS) Providers Continued:

Cost Settlement Process

The cost reconciliation and settiement process will be compieted by June 30 of
the year following the cost reporting period. DMMA shall issue a notice of
settlement that denotes the amount due to or from the provider.

If a provider's inferim payments exceed the actual, certified costs of the provider
for school based health services to Medicaid beneficiaries, an Accounts
Receivable balance will be established in the MMIS to enable the overpayment to
be deducted from future claims until the AR is satisfied.

If actual certified costs of a provider for school based health services exceed the
interim Medicaid claim payments, DHSS will draw the federal share for the
difference and pay it to the provider in accordance with the final actual
certification agreement.

Special Rule for Cost Reconciliation and Cost Settlement applicable to SFYs
2009 and 2010 - Within 80 days after the end of the second quarter of time study
implementation, DE will derive results from two quarters of the CMS

approved time study and apply the resuits to the FY2009 and 2010 cost

report data to determine the final reconciled costs allowable for FYs2009 and
2010. Final cost settflement of the 2009 and 2010 cost reports will be completed
within 120 days from the receipt of the time study resuilts.

. g ——
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
— OTHER TYPES OF CARE

(d) School-Based Health Service (SBHS) Providers Continued:
Certification of Public Expenditures Process

Each LEA or school certifies on an annual basis an amount equal to each interim
rate times the units of service reimbursed during the previous federal fiscal
quarter. In addition, each provider certifies on an annual basis through its cost
report its total actual, incurred allowable costs/expenditures, including the federal
share and non-federal share.

Providers are permitted only to certify Medicaid-allowable costs and are not
permitted to certify any indirect costs that are outside their unrestricted indirect
cost rate.

{e) Mental Health and Drug/Alcohot Rehabilitation Services:

+ Institutional - per diem

+  Non-Institutional - fee-for-service or, if managed by the Department of
Services for Children, Youth and Their Families' Division of Child Mental
Health (see ATTACHMENT 4.19-B, Page 19 Addendum),

e o 8oy
TN No. SPA #08-004 Approval Date | RSO Al
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Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Services

Bundied Rates for Child Menta! Heaith and Substance Abuse Services

A bundled rate is paid once each month for each Medicaid eligible recipient whose behavioral health
tfreatment is clinically managed by the Department of Services for Children, Youth and their
Families” (DSCYF’'s} Division of Child Mental Health {CMH), and who has received at least one other
qualifying mental health treatment service.

Inpatient behavioral heaith services for recipients under the age of 18 is managed by CMH.
Outpatient services up to 30 units are covered in the managed care basic benefit package, and are
the responsibility of the managed care organizations., The services included in the CMH bundled
rate represent care which exceeds the initial 30 units per year, or is severe enough to require
hospitalization or placement in a residential treatment center.

Mental health and substance abuse services provided by the Division of Youth Rehabilitative
Services (YRS) or the Division of Family Services (DFS} are not clinically managed by CMH, and
therefore currently are not included in the bundled rate reimbursement. Those services continue to
be paid fee-for-service untii DSCYF is able to bring them into the managed care network.

To develop the bundled rate, historic Medicaid billable costs are divided by Medicaid eligible
member months. Billable costs include Administrative costs allocated to Medicaid at the State,
department, and division levels, and Direct Service costs of Medicaid clients. Direct Service costs
were calculated by multiplying the actual direct service portion of the fee-for-service Medicaid rates
by the actual units of service provided to Medicaid eligible children in FY85. Medicaid eligible client
months are determined by the assignment of the client to a CMH treatment team and the recording
of a service paid by CMH. The cost and associated member months were removed from the data
base for chiidren who received 30 or fewer outpatient units or who would not meet the CMH
criiteria for clinical management. YRS and DFS clients receiving rehabilitative services which are
not clinically managed by CMH are excluded from the bundled rate calculation.

DSCYF/Medicaid Services Included in the Bundled Rate

Psychiatric Hospital and JCAHO Accredited Residential Treatment
Non-accredited Residential Treatment

Treatment Family Homes

Mental Health Crisis Intervention

Mental Health Day Treatment

Mental Health Qutpatient

Clinical Coordination

Assessment

Clinical Behavioral Guidance

Alcohol and Other Drug Accredited Residential Treatment

Alcohol and Other Drug Day Treatment

Alcohol and Other Drug Outpatient

Other behavioral health services as necessary to effectively treat the target population

TN No. SP-369 Approval Date_ UL 1 1897

Supersedes
TN No. _New _ Effective Date 4/1/97
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Early and Periodic Screening, Diagnosis and Treatment {(EPSDT) Service-
5. Other EPSDT Services-{cont)

f. Assistive Technology - fee-for-service

g. Orthotics and Prosthetics - fee-for-service

h. Private Duty Nursing in excess of 8 hours per day with prior
authorization - fee-for-service

i Any other medical or remedial care provided by licensed medical
providers - fee-for-service

I Any other services as required by §6403 of OBRA 89 as it amended
§1902(a){43), 1905(a){4}(b} and added a new &1905(r) to the Act
will be reimbursed as determined be the rate setting committee

TN No. SP-391 Approval Date July 26, 2002

Supersedes

TN No. SP-298 Effective Date July 1, 2002
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State DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES —
PHYSICAL THERAPY AND RELATED SERVICES

Physical therapy and related services are reimbursed as follows:

Physical and occupational therapists and speechilanguage pathologists who are individually
enrolled with the DMAP are reimbursed at a set rate using HCPCS procedure codes.
Reimbursement rates shall be based on the Medicare Relative Value (RVU).

All necessary supplies and equipment used by the therapist in the course of treatment are
included in the reimbursement visit and cannot be billed separately.

Services provided by an occupational therapy assistant, physical therapy assistant, and a
speechfianguage pathology assistant are included in the reimbursement to the qualified

therapist/pathologist.

When billing for PT, OT and Speech/language pathology services providers shall use the
appropriate Physical Medicine and Rehabilitation CPT procedure codes and specify the diagnosis

with accurate |ICD-9-CM codes.

When billing for services provided by a physical therapist, providers must specify the diagnosis
that is being treated. For billing purposes, providers must include the medical diagnosis that may
differ from the impairment-based diagnosis described in The Guide to Physical Therapist Practice

Patient/Client Management Model.

TN No. SP-402 Approval Date April 19, 2004
Supersedes

TN No. N/A Effective Date February 10, 2004
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STATE PLAN UNDER TITLE XiX OF THE SOCIAL SECURITY ACT
State/Territory: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES —
FREESTANDING BIRTH CENTER SERVICES

Medicaid providers of freestanding birth center services are reimbursed as follows:

The payment for services provided by a freestanding birth center is limited to the lower of the
billed amount or the State fee schedule amount based on a revenue code. Revenue codes as
identified by Medicaid have associated flat facility rates which determine the appropriate
payment for the service billed by the center. The agency’s fee schedule for freestanding birth
center services was established in 1993 and is effective for services provided on or after that
date. All government and private providers are paid according to the same methodology. The
fee schedule will be published on the DMAP website at: :
http.//www.dmap.state.de.us/downloads. htmt

Physicians, midwives, and other licensed practitioners as defined per Attachment 3.1-A, Page
11, are paid a separate fee for services performed in the freestanding birth center based on
procedure code and as specified in Attachment 419-B,Other Types of Care. All government and
private providers are paid according to the same methodology. The fee schedule will be
published on the DMAP website at: hitp://www.dmap.state de.us/downloads.html

Approval Date F EB 14 2012

Effective Date September\. 2011
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
StatefTerritory:  Delaware

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -
OTHER TYPES OF CARE

18. Hospice Care

Reimbursement for Hospice care will be made at one of four predetermined rates for each day in
which a beneficiary is under the ¢are of the Hospice. The daily rate (and hourly rate for Continuous
Home Care) is applicable to the type and intensity of services furnished to the beneficiary for that day.
There are four levels of care into which each day of care is classified;

Routine home care
Continuous home care
inpatient respite care
Genaral inpatient care

* & - @

The Centers for Medicare and Medicaid Services (CMS) computes a set of prospective Medicaid
hospice rates based on the methodology used in sefting Medicare hospice rates, which are adjusted to
disregard the cost offsets attributable to Medicare coinsurance amounts, Medicaid hospice payment
rates are also adjusted for regional differences in wages, using indices published in the Federal
Register. In no case may hospice paymenl amounts be established in amounts lower than the
Medicaid hospice amounts computed by CMS. The Medicare reimbursement cap will not be applied to
Delaware Medicaid hospice providers.

Payment for Room and Board in a NF or ICF/MR - For Medicaid beneficiaries who efect to receive
hospice care while residing in a nursing facility or ICF/MR facility, in addition to the payment for routine
care or continuous care referenced above, the hospice provider will also be reimbursed a per diem
amount to cover rcom and board services provided by the nursing facility or ICF/MR facility. This
reimbursement rate is equal to 95 percent of the base rate thal would have been paid to the facility
under Delaware Medicaid policy.

Payment for Physician Services - The hospice must bill for physician services rendered to a hospice
patient for a diagnosis related to the terminai #iness when a physician employee of the hospice
{including volunteering physicians}) is performing direct care services as an aftending physician or
when the attending physician requests medically necessary services be provided by another doctor.
This payment is in addition to the four prospective rates above paid to the hospice. When billing the
Delaware Medical Assistance Program (DMAP) for these physician services, the hospice must use the
procedure code that reflects what the physician would have bilted the DMAP had (s)he been able to bill
directly in conjunction with the appropriate revenue code, DMAP will pay the claim based on its
physician fee schedule. If the altending physician is not a hospice employee, the physician will bill
Delaware Medicaid directly and payment will be made to the physician as per the Delaware Medicaid
physician fee schedule.

Hospice payment rates can be found on the Delaware Medical Assistance Program website at:

hitp: iwww dmap state de.us/downloads htmi. The fee schedule on the website includes all annual or
periodic adjustments. Except as otherwise noled in the plan, the hospice fee schedule is the same for
both governmental and private providers.

rem 4 N andn
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE/TERRITORY: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES {Continued)

27. TELEMEBICINE SERVICES

Payment for the telehealth originating site facility fee is made at the same percentage of the Medicare
rate thatis used for practitioner services on the date of service. The State currently pays practitioners at
98% of Medicare rates. The originating site fee will also be paid at 98% of the Medicare fee for the same

sarvice.

If either the delivering or originating site telemedicine fee methodology conflicts with the State-defined
reimbursement methodology for the particutar provider type, the existing reimbursement methodology
will apply. For federally Qualified Health Centers {FQMCs) and Rural Health Clinics (RHCs), where federal
regulations mandate specific reimbursement methodologies, that requirement will take precedence

over the originating site fee,

The site fee Is only for the originating site and the site provider would not be entitled to any other
payment for the telemedicine service which was delivered by the distant site.

Quaiifying provider services include office visits, consuitations, psychotherapy, medication management,
psychiatric interview or examination, substance abuse screening and brief intervention, neurobehavioral
examination, end stage renal disease services and medical nutrition therapy, ete.

The telemedicine payment methodology shall be effective with dates of service on or after July 2, 2012,

Fee schedules for telemedicine-provided services are available on the DMAP website at:
http://www.dmap.state.de.us/downloads.

Except as otherwise noted in the Medicaid State Plan, State-developed fee schedule rates are the same
for bath government and private providers.

Separate reimbursement is not made for the use of technological equipment and systems associated
with a telemedicine application 1o render the service,

12, Approval Date P 15 2013

TN No. SPA #12-011
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STAYE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE/TERRITORY: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES {Continued)

28 CHIROPRACTIC SERVICES

Chirgpractic Services as defined per Attachmaent 3,1-1, New Adult Alterative Bencfit Plan, page 5 of the
ABPS, are available only to the Medicaid fow-incoma new adult poaulation under Section
1802 (&) 2AJVNE of the Social Security Act.

Chiropractic providers are identified in the State Plan, Attachment 3.1-4L, nage S of the ABPS.

The resmbursement methodology is a “fee schadule” methodology. Under the fee schedule
methodology, reimbursement for Chiropractic Services is made at the lower of the provider’s billed
charge for the services, the Resource Based Relative Value Scale (RBRYS) methodology used for
physicians {which Delaware Medicaid currently pays at 98% of the Medicare rate}, or the maximum
allowable fee for chiropractic services undar the Delaware Medicaid provider reimbursement fee
schedule. The reimbursement rates are effective for dates of service on or after April 1, 2014,

Fee schedules for Chiropractic Services are available on the Delaware Medical Assistance Program

Except as otherwise noted in the Medicaid State Plan, State-developed fee schedule rates are the same
for both governmental and private providers.

This payment methodology applies to services specified in the Delaware Alternative Benefit Plan,

TN No. SPA #14-0003 npprovalpate MAY 28 2014

Supersedes
TN No, NEW Effective Date January 1, 2014
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -
OTHER TYPES OF CARE

Payvment of Medicare Part A and Part B Deductible/Coinsurance

Except for a nominal recipient copayment (as specified in Attachment
4,18 of this State plan), if applicable, the Medicaid agency uses the
following general method for payment:

X 1. Payments are limited to State plan rates and payment methodologies
for the groups and payments listed below and designated with the
letters "SP". %«

For specific Medicare services which are not otherwise covered by
this State plan, the Medicaid agency uses Medicare payment rates
unless a special rate or method is set cut on Page 3 in item ____ of
this attachment (see 3. below).

2. Payments are up to the full amount of the Medicare rate for the
groups and payments listed below, and designated with the letters
IIMR . n

3. Payments are up to the amount of a special rate, or according to a
special method, described on Page 3 in item ____ of this attachment,
for those groups and payments listed below and designated with the
letters "NR".

4. Any exceptions to the general methods used for a particular group or
payment are specified on Page 3 in item of this attachment (see
3. above).

**5P- All groups and payments.

TN No. Sb- , ‘ o
Supersedes Approval Date /JA /% - T . Effective Date /7 / / / 7
TN No. SP-278%

HCFA ID: 7982E

*Information previously on Attachment 4.19-B {no supplement
or page number).
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

gtate/Territory: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -
OTHER TYPES OF CARE

Pavment of Medicare Part A and Part B Deductible/Coinsurance

QMBs @ Part A SP  peductibles SP  coinsurance

Coinsurance

;

Part B _S§P Deductibles

Other part A SP Deductibles _oF Coinsurance
Medicaid
Recipients Part B _gp Deductibles gp_ Coinsurance

Dual Part A _SP Deductibles P  Coinsurance

Eligible
(QMB Plus) Part B SP peductibles _SP Coinsurance

- RS . —

Su réed w pa pro 1 D te “’;{ /i'] - (!? /2“‘ Effecti e Date -;; f}‘; "- i?:’/l
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: DELAWARE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
OTHER TYPES OF CARE

Payment of Medicare Part A and Part B Deductible/Coinsurance
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STATE PLAN UNDER TITLE XIX UNDER THE SOCIAL SECURITY ACT
ESTABLISHMENT AND MAINTENANCE OF STATE AND FEDERAL STANDARDS
STATE OF DELAWARE
ATTACHMENT 4.19-C
Standards for Payment of Reserved Beds During Absence from

Long-Term Care Facilities

Payment will be made for reserving beds in long-term care facilities for recipients during their
temporary absence for the following purposes:

4. For periods of hospitalization for acute conditions up to 7 days per hospitalization in
any 30-day period.

5. For leaves of absence up to 18 days per calendar year as provided for in the
recipient's plan of care.

8. The 18-day leave of absence may be waived as follows:

If a recipient's physical condition is being negatively impacted by their emotional
need to be in a family setting, prior approval may be obtained for a waiver of the 18-
day leave of absence limitation (for other than acute care hospitafization) from the
Title XIX Medical Consuitant in order to allow the patient more time to visit with their
family, as long as such absences are provided for in the recipient's written plan of

care.

To obtain approval, a written request must be submitted by the nursing home to the

- Nursing Home Coordinator and must include:
1. reason for the request
2. medical summary
3. statement from the nursing home's medical director regarding

the medical necessity of the patient being absent from the home
in excess of 18 days per year.
4, anticipated frequency of absence.,

The number of days waived must fall within a six-month period.

Any request for a waiver after the six-month limit must be resubmitted and approved
for payment fo be continued.

TN No. 8P- 401 Approval Date January 27, 2004

Supersedes
TN No. N/A Effective Date December 10, 2003
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Page 1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE

METHODS AND STANDARDS FOR ESTABUSHING PAYMENT RATES
PROSPECTIVE REIMBURSEMENT SYSTEM FOR LONG TERM CARE FACILITIES

Notwithstanding any other provision of this section, the following adjustments will apply to reimbursement rates
for all long term care facilities.

Effective for dates of service on or after April 1, 2009, per diem rates for fong term care facilities with the
exception of state owned and operated facilities, wili be adjusted to the rates that were in effect on December

31, 2008.

With specific regard to non-public facilities reimbursed under the payment methodologies in Section [iL.3
{ICF/MR facilities) of this Attachment, effective for dates of service on or after August 1, 2012, per diemn rates
shall not be subject to the provision of paragraph A{2) of this section and shall be computed as described in

Section )t of this Attachment.

With specific regard to nursing facilities reimbursed under the payment methodologies in Sections I and 1X of
this Attachment, if Delaware has in effect a nursing facility quality assessment fee applicable to assessment
periods beginning on June 1, 2012 and thereafter, the per diem rates computed in accordance with paragraph
A2} of this section shall be increased by a Quallty Assessment Rate Adjustment Amount as described in

paragraph B of this section,

Except as excluded in paragraph B.(c) of this section, each nursing facility's rates shall be increased for dates of
service beginning on or after June 1, 2012 by a per day Hollar amount equal to the sum of.

{a})

(b

a per day dollar amount equal to the per day dollar amount of the Nursing Facility Quality Assessment Fee that
will be owed for the upcoming rate year by each faciiity as specified in Delaware Code Title 30, Chapter 65
section 6502 (b} and {d}, plus

a per day dollar amount computed as follows:

Step 1. Obtain the total annual Medicaid patient days for all participating nursing facilities from the Delaware
Medicald nursing facility cost reports for the fiscal year ending June 30 of the previous yeear for each
facility, excluding government-operated and pediatric nursing facilities. Sum the Medicaid patient days
for each facility to compute the total aggregate statewide Medicaid patient days.

Step 2. For each facility identified in Step #1, muitiply the per day dollar amount of the Nursing Facility Quality
Assessment Fee that will be owed per paragraph B. {a} above by each facility times the number of
Medicaid patient days for each facility from Step #1. Sum the dollar amounts for all facilities to
compute the aggregate statewide total annual assessment amount to be paid to the facilities.

Step 3. Obtain the Toial annual patient days and non-Medicare patient days for the fiscal year specified in Step
1 from each of the facilities that will be subjected to the quality assessment specified in paragraph (a)
above for the upcoming State fiscal year for both Medicaid and non-Medlicaid nursing facilities licensed

to operate in Delaware. :

TN No. SPA #12.012 Approval Date NOY ¢ 8 2087
Supersedes

I_N No. SPA #12-009 Effective Date  August 1, 2012
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES

PROSPECTIVE REIMBURSEMENT SYSTEM
FOR LONG TERM CARE FACILITIES

Step 4. For each facility identified in Step #3, muitiply the per day dollar amount of the nursing facility

quality assessment fee that will be owed by each facility as specified in Delaware Code Title 30,
Chapter 65 section 6502 {h} and [d) times the number of non-Medicare patient days for each
facility from Step #3. Sum the dollar amounts for all facilities to compute the statewide total
aggregate annual dolfar amount of the assessment.

Step 5. Multiply the aggregate assessment computed in Step #4 by 0.9.

Step €. Determine the total computable funding amount using the assessment amount from Step 5 as

the state share at the applicable FMAP {and any other allowable Federal match) for the payment
period.

Step 7. Subtract the Medicaid portion of the assessment computed in Step #2 from the total computable

payment amount computed in step #6.

Step 8. Divide the dollar amount computed in step #7, by the statewide aggregate patient days from

Step #1 to compute a per day dollar amount to be added to {a) ahove.

(¢} The following Long Term Care nursing facilities are excluded from the guality assessment rate adjustment
amounts computed in (a} and {b) above:

government-owned nursing facllities,

facilities that exclusively serve children,

facilities with no Medicaid patients,

facilities that are subject to penalties under Delaware Code Title 30, Chapter 65 section 6503 for
dates of service in the months that penalties apply,

facilities not located within the State of Delaware,

all nursing faciiities are excluded from this Quality Assessment Rate Adjustment Amount if the State
of Delaware does not implement or if impiemented, subseguently terminates, a nursing facitity
quality assessment fog

C. Future rate adjustments will be suspended until further notice.

TN No. SPA #12-009 Approval Date

SEP 1 8 201

Supersedes
TN No. SPA#09-002 Effective Date  Juneg ), 2012
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES

PROSPECTIVE REIMBURSEMENT SYSTEM
FOR LONG TERM CARE FACILITIES

General Provisions

A. Purpose

This plan establishes a reimbursement system for long-term care facifities that complies with federal
requirements, Including but not limited to:

*  Requirements of the Omnibus Reconciliation Act of 1981 that nursing facility provider
reimbursements be reasonable and adequate to assure an efficient and economically operated

facility,

» The reguirement that fMedicaid payments in the aggregate do not exceed what would have been paid
by Medicare based on allowable cost principles.

¢ Limitations on the revaluation of assets subsequent to a change of ownership since July 18, 1684,

»  Requirements of the Omnibus Reconciliation Act of 1987 to establish one level of nursing care, i.e.,
Nursing Facility Care, to eliminate the designation of Skilled and Intermediate Care, and to provide

sufficient staff to meet these requirements.

* The requirement to employ only nurse aides who have successfully completed a training and
competency evaluation program or a competency evaluation program.

B. Reimbursement Principies

1. Providers of nursing facility care shall be reimbursed prospectively determined per diem
rates based on a patient based classification system. Providers of ICF-MR and ICF-IMD
services shall be reimbursed prospectively determined per dlem rates,

TN No, SPA #12-008 ApprovalDate ___ SFP 1.8 20§2

Supersedes
TN No. SPA #09-002 Effective Date  June 1, 2012
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The Delaware Medicaid Progrm shall reimburse qualitied providers of long.
term cure based on the individual Medicaid recipient's days of care multiplied by
the applicable per diems rate for that patient's classitication less any payments
made by recipients or third parties,

Rate Determination for Nursing Facilities

A. Basis for Reimburserent

Per diem reimbursement for nursing facility serviees shall be compascd of five prospectively
detenmined rate companents that reimburse providers for primary patient care. secondary patien
Care. suppont services, administration, and capitat costs.

The primary patient care component of the per diem rate is bused on the nursing care coses related
specifically 10 each pationt's classification, In addition to assignment to case mix classificntions,
patients may qualifv for supplementary primary care reimbursoment based on their choracteristics
and special service needs. Primary care component reimbursement for each basic patient
classification will be the same for each facility within a group, For the pumpase of establishing
rales, Rursing facifities shall be divided into groups of like acilities for which 2 schedule of
primary rates, including rate additions, is established for ench group:

Peer Group A Private facilities in New Castle Counry

Peer Group B Private facilities in Kent and Sussex Counties and the [relaware
Veterans Home operated by the Delaware Department of State

Peer Group C Public tacititics operated by the Delaware Department of Health and
Social Services

Payment for the socondary, support, administrative, and capiml costs comprise the base rate, and is
unique to esch facility, Provider costs are reported annundby to Medicaid and are used to extablish
tate ceilings for the sccondary. support, and administrative cost centers in ench provider group.

The sections that follow provide specific detuils on mate computation for each of the five
rate companents,

B. Raze Comnonents

Paymient for services based an the sum of five rae componenis. The rate componants are defined
as:

*  Primary Patient Care. This cost center encompusses all conts that are involved jn the
provision of basle nursing care for nursing home patients and is inclusive of nursing staff
salarles, fringe benefits, and training costs. Al nurses” salaries, fringe henefits, and training
for staff with duties that count towards the minirum staff requirements will be included in
this cost center.

I 1O
TN No. SPA #07.004 Approval Date_!» tC 18 fgaa
Supersedes
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+  Sccondary Patient Care. This cost center encompasses other patient care costs
that directly affact patient health starus and quality of care and is inclusive of
clinical consultants, social services, raw food, medical supplies, and non
prescription drugs, dieditian services, dental ssrvices (it public facilities only),

" and activities personnel,

*  Support Services. This cost center includes costs for departments that provide
supportive services other than medical care and is inclusive of dietary, operation
and maintenance of the facility, housckeeping, laundry and linen, and paticnt
recreation,

« Administrative. This category includes costs that are not paticnt relared and is
tnclusive of owner/administrator salary. medical und nursing director salary
(exctuding such time spent in direct patient cure), sdministrative salaries, medical
récords, working capital, benefits associated with administeative personnel, home
office expenses, management of resident personal funds, and monitoring and
resolving patient’s rights issues,

+  Capital, This catogory ineludes costs refated to the purchase and lease of property,
plant and equipment and is inclusive of lease casts, mortgage interest, property
taxes and depreciation,

Expenditures for the Delaware Veterans Home in the sost categories identified above
are funded through appropriations via the Delaware Department of State which Js
responsible for the day to day operations of the Veteran's Home, Expeoditures are
vecorded at the state Jevel based on Veterans Home invoices recorded by state level
controtlers for inclusion on the appropriate CMS draw down and expenditure reports.

. Exgluded Serviges

Those services to residents of private fong term care facilities that are ordinarily bilted
directly by practitioncrs will continue fo be billed separately and are not covered by the
rate component categories. This includes preseription drugs, Medicare Part B covered
services, physician services, hospitalization and dental services. laboratery, radiology,
and cortain ancillary therapies,

For public facilities, laboratory. radiology, prescription drugs, phivsician services.
dental services, and ancillary therapics may be included in the per diem.

TN No. SPA #07-004 Approval Dated 1T 0 7 G 20na

Supersedes
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Costs of training and certification of nurse aides are billed separately by the facilities
as they are incured, and are reimbursed directly by Medieaid. :

Primary Paviment Component Computations

‘The primary paticnt care re compaonent is based on a patient index system in which
all nursing home patients are classified into patient classes, The Towest resonrce
intensive clients are placed in the Jowest class.

The Departient will assign classes 1o nursing home patients. Initial ¢lassification of
patients oceurs through the State’s pre-adraission sceeening program. These initial
classifications will be reviewed by Department nurses within 31 1o 43 days after
assignment. Patient classification will then be reviewed at least twice a year. Fuciliies
will receive notices from the Department concerning class changes and relevant
effective dates,

L In order to establish the patient classification for reimbussement, patients arc
evaluated and scored by Medicaid review nurses according to the specific amount
of staff assistance needed in Activity of Daily Living (ADL) dependency areas.
These include Eating, Mobility, Transfer, and Toileting. Potential seores see as
follows:

0 - Independent

I'- Supervision {includes verbal cucing and occasional staff standby)
2 - Modcrate assistance (reguires staff standby/physical presence)

3 - Maximum Assistance

Paticnts receiving moderate or maximum assistance will be considered "dependent”
in that ADL area. Patients receiving supervision will not be considered dependent,
Reimbursement js determined by assigning the paticnt to a patient classification
based.on theirr ADL scores and the provision of any Clinical Care ltems,

Each patient classification is related to specific nursing time factors. These time
factors are multiplied by the 75% percentile nurse wage in each provider group 1o
determine the per diem rate for cach classification,

2. Paticnts recciving an active rehabilitative/preventive program as defined ang
approved by the Department shall be reimbursed an additional 20% of the primary
Care rat¢ component,

P.00&
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To be considered for the added reimbursement allowed under this provision. a
facility must develop and prepare an individual rehabilitative/preventive care plan,
This plan of care must contain rehabilitative/preventive care programs as described
in a Department approved fist of programs. The services must seek to address
specific activity of daily living and other functional problems of the patient. The
care plan must also indicate specific patient goals. and must have a physician's
approval,

The Department will evaluate new facility-developed rehabilitative/preventive care
plans during its patient classification reviews of nursing homes.

Interim provisional approval of plans can be provided by Department review
nurses, When reviewed. the Department will examine facility documentation on
the provision of rehabilimrive/preventive services to patients with previously
approved care plans as well as progress towards patient goals.

- Parients exhibiting distuptive psychosocial behaviors on a frequent basis as defined

and classified by the Department shall receive an additional 10 percent of the
primary care rate component for the eppropriate classification.

The specific psychosocial behaviors that will be considered for added
reimbursement under this provision are thoss that necessitare additional nursing
stafl intervemion in the provision of personal and nursing care. Such behaviors
include: verbal and physically disruptive actions, inappropriate social behavior,
non-tereitorial wandermg, and any other similar paticnt probiems as designated by
the Department. '

Facilities must have complete documentation on frequency of such behaviors in a
patient’s chart for the Department to consider the facility for added reimbursement
under this provision. This dosumentation will be evaluated during patient
classification reviews of a nursing home,

- Paticnt class rates are determined bascd on the time required 10 care for patients in

¢ach clussification. and nursing wage. fringe benefit, and mraining costs tabulated
sepurately for each facility peer group,

Primary rates wre estublished by the following methodology:

+  Annual wage surveys and cost reports required of cach provider are used 1o
detenmine 75 percentile hourly nursing wages for Peer Groups A and B, For

Effcetive Date Qetober 1, 2007
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Peer Group C, wage surveys and cost reports are combined and treated as
one facility prior 1o determining the 75™ percentile,

The cost repont used in the calcufations will represent the fiscal year ending June 30th
of the previous reimbursement vear. The Delaware reimbursement year, for purposes
of rale setfting. is from January t trough December 31 for Peer Groups A and B. and
October 1 through September 30 for Peer Group C.

This is caleulated by first dividing total pay by 1o1al hours for ¢ach nursing
classitication (RN, LPN, Aide) in cach facility, then arraving them to determine the
75" percentile within cach provider group. Based on cost data from each provider
group. hourly wage rates are adjusted to include hourly training smd fringe benefit
costs within each provider group.

+  Incach of the provider peer groups, the rates are cstablished in the same manner.

‘The primary component of the Medicaid nursing home rate is determined by
multiplying the 75" percentile hourly nursing wage for RNs, LPNs, and Aides by
swndard nursing time factors for each of the base [evels of patienr acuity.

+  Providers will be reimbursed for agency nurse costs If their use of agency nurses
does not exceed the allowable agency nurse cap datermined each year by the
Delaware Medicaid statf. Any nursing cost incurred in eacess of the allowable cap
wifl no( be included in the nursing cost caleulation.

+  Within egeh of the patienr classes, Medicuid provides "Incemive add-oms™ to
encourage rehabilitative and preventive programs. Rehabilitative and preventive
services shall be reimbursed an additional 20% of the primary care rate
component, incenlive payments discourage the deterioration of patients into
higher classifications,

+  Patients who exhibit disruptive psychosoecial behaviors on a frequent basis, as
defined by the Department. and who receive an active psychosocial/preventive
program, a5 defined and approved by the Department, shall be reimbursed an
additional 10% of the primary eare rate component.

InEnla]
TN No. SPA #07-003 : Approvs} Daui} tC 1 9 2048
: Supersedes
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«  Patients who feccive an active rehabilitative/preventive program in addition to a
psychosocial/preventive program, as defined by the Depariment, shall be
reimbursed an additional 32% of the primary case rate component (20% for the
rehabilitative program plus 10% for the psychosacial rate enhancement on top of
the 20%).

E. Non-primary Rate Compornent Compuintions

Facility rates for the four non-primary components of secandary, suppor,

administrative, and capital are computed from anus! provider cost report data on
reimbursable costs. Reimbursable costs are defined 10 be those that are altowzble based
on Medicarc principles, according to HIM 15, Costs applicable to services, facilitias, and
supplies fumished to 2 provider by commonly owned, controlled or related organizations
shall nat exceed the lower cost of comparable services purchased elsewhere.

The cost report used in the calculations will represent the fiscal year ending June 30% of the
previous reimbursement year, The Delaware relmbursement year, for purposes of rate
selting is from January | through December 31 for Peer Groups A and B and October |
through Scptember 30 for Pear Group C.

+  Individua! allowable cost items from cost reports for each facility comprising
the base rate component are summed and divided by patient days, For
established fucilities. the patient day amount used in this compuinion cquals
actual patient days or estimated days based on a 90 percent occupancy of
Medicaid certitied beds, whichever is greater. The day amount for new
facilities* equals actual parient days for the period of operation, or estimated
days based on a 75 percent occupancy of Medicrid certified beds, whichever
Is greater. This applies to cost centers comprising the basic rate,

The discussion that follows explains rap computation for the secondary, suppart,
administrative and capital payment centers, :

1. Secondary patient care rates are reimbursed sccording to the cost of care determined
prospectively up 10 a ealculaled eeiking (115 pevcent of median per diem costs). Using
the same facility peer grouping that was determined for the calculation of the primary
care payment component, the following steps sre required:

+  Facilities are grouped into three peer groups - private facilities in wew Castle
Counly, private facilities and the Defaware Veierans Home in Kent and Sussex
Counties, and public facilities.
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+  individuat allowable cost items from cost reports for each facility comprising the
secondary care component are summed and divided by patient days. For
cstablished facilities, the patient day umount used in this computation equals
actual paticnt days or estimated days based on a 90 percent occupancy of Medicaid
certified beds, whichever is greater. The day amount for new facilitics® equals
actual patient days for the period of operation, or estimated days based on a 75
percent occupancy of Medicaid centified beds, whichever is greater.

«  The median per diem eost is determined for sach category of facility and inflared
by 15 percent, The secondary care per diem assigned to a facility is the actual
allowable cost up to a maximum of 1 {5 percent of the median,

Support service component rutes are determined in a manner that paraliels the
secondary component rate caleulation process. However, the ceiling issetat 110
percent of median support costs per day for the appropriate categoty of facility, in
addition. facilities, which maintain costs below the eap. are criitled to an incentive
payment of 25 pereent of the difference between the facility’s actual per day cost and
{he applicable cap, up to a maximum incentive of § percent of the ¢ap amount,

* “New facility™ is defined as: (1) New construction built 1o provide a new service of
either intermediate or skilled aursing care for which the existing facility has never
before been certified. or (2) construction of an cntirely new facility totally and
administratively independent of an existing facility.

Administrative componen! ates src determined in & manner paraliel w the secondary
component. However, the ceiling is set at 105 percent of median costs per day, A
facility is entitled 10 an incentive paymer of 50 percent of the difference between its
actual costs and the cap. The incentive payment is limited to 10 percent of the ceiling
amount,

Capital component rates are determined prospectively and are subject to a mxte floor
and rate ceiling. The dollar amounts representing the 20th percentile of actual per
diem capital cost (floor) and the S0t percentile of getund per diem capiw! cost
{eeiling) are calculuted, 17 the facility's costs are greater than or equal 1o the Noor, and
less than or cqual to the ceiling, the facility's prospective rate is equal 1o its actual cost.
If the facility's costs are below the floor, the prospective rate is equal to the lower of
the floor or actual coat plus twenty-five pereent of aetual cost. 1f the facility's costs are
greater than the ceiling, the prospective rate Is equal to the higher of the eciling or
ninety-five percent of actunl cost. Costs assoeiated with revaluation of ossets of a
facility will not be recognized. '
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The capital component is aiso subject to the vccupanuy standards s set forth in section
ILE. of State Plan Amendment 4,19-D. The capital component rate is calculated on a
statewide basis.

Where services are currently contracted by the nursing facility to a practitioner,
additional services may be billed directly, These serviees are not covered by the rate
component categories for private facilities, bat may be included in the rate for public
facilities. These services include therapies, physician services, dental services and
prescription drugs,

Computation of Totai Rate from Components

A facility’s secondary. support, administrative, snd capital payments will be summed
and called its basic rate. The total rute for a patient is then determined by adding the
primary rate for which a patient qualifies to the facility's basic rate component. The
basic payment amount will not vary across patients in a nursing home, However, the
primary payment witl depend on g paticat's class and qualification for added
rehabilitative/preventive and/or psychosocial reimbursement.

OBRA 87 Additional Costs

I, Nurse Aide Training and Cerification

Providers of long-term eare services will be reimbursed directly for the
reasonable costs of training, competency testing and certification of nurse aides
in comphiance with the requirements of OBRA '87, The training and competency
Testing must be i a program approved by the Delawire Departmenr of Health and

* Social Services, Division of Public Health. A "Statement of Reimbursement Cost of
Nurse Aide Traindng” is submittad to the state by cach facility quarterly.

Caosts reported on the Stuleront of Reimbursement Cost are reimbursed directly
and claimed by the State as administrative costs, They include:

« Costs incurred in testing and centifying cwventy emploved nurse aides, f.e.,
testing fecs, tuition. books. and waining matarials,

*  Costs of providing State approved iraining or refresher waining in preparation
for the competency evaluztion testing to employed nurse aides who have not
yetreceived cenificarion,
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«  Salaries of in-service instractors to conduct State approved training programs
for the portion of their time involved with training, or feex charged by
providers of a State approved training program,

+  Costs of transporting nurse aides from the nursing facility 1o a testing or
training site.

The following costs of nuese aide training are considered operational. and will be
reported annually on the Medicald cost report. “These costs will be reim bursed
through the Primary cost component of the per diem rate.

+ -Salaries of nurse aides while in aining, or competency evaluation,

» Costs of ndditional s1aff to replace nurse aides participating in training or
competency evaluation,

»  Cominuing education of nurse aides following centification.

2, Additional Nyrse S;giTRgguircmenrg

Additional nurse staff required by » nursing facility to comply with the
requirements of OBRA ‘87 will be reimbursed under the pravisions of the
Delaware Medicaid Patient Index Reimbursement System (PIRS), This system
niakes no distinction between levels of care for reimbursement. Nursingz costs are
derived from average hourly wage, benefit, and training cost daty provided on the
Nursing Wage Survey submitted by cach facitity, Prospective rates for each
patient acuity classification are caleulated by these costs by the minimum nursing
time factors. Although representative of petua! costs incurred, these prospectively
determined rates are independent of the number employed or the sumber of staff
Vacancies ar any given lime,

. Additional Non-Nyrsine Reguirements

“The Delaware Medieaid reimbursement system will recognize the incremental
costs of additional vaff and services ncurred by nursing facilities to comply with
the mandates of OBRA 87, Prospsctive rate calculations will be adjusted to
account for costs incurred on or afler October 1, 1990,
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Where services are currently contracted by the nursing facility 1o a practitioner,
additional services may be biljed directly, These servicas are not covered by the
file component cateyories (for private facilities, but may be included in the rate
for public facitities.) These services include therapies, physician services, dental
services, and preseription drigs.

A supplemental sehiedule 10 the Statement of Reimbursement Costs {Medicaid
Cost Report) will be submitied by each ficility to demonstrte projecied stuff and
service costs required to comply with OBRA'87. For the rate year bepinning
October 1, 19990, facititics may project full yeur cosis onto prior vear reported
actal costs to be inchided in the rate caleulation,

The supplemental schedule will be used to project costs incurred for programs
effective October 1, 1990 into the prospective reimbursement rates. Where
nursing care focilities indicate new and anticipated staff positions, thosc costs
will be included with the netial SFY 90 costs when caleulating the
reimbursement rates effective October 1, 1990.

Additionsl staff requirements inelude dietitian, medical director, medical records,
activitics personnel, and social worker.

Hold Harmlesy Provision

For the first year under the patient index reimbursement system the Department
will have in effect a hold-harmless provision. The purpose of the provision is to
give facilitics an opportunity 10 adjust their operations to the new system. Under
this provision. no fucifity will be paid tess by Medicaid under the patient index
system than It would have been paid had Federal Fiscal Year 1988 rates, adjusted
by an inflation factor, been retained.

For the period Qctober 1, 1990 10 September 30, 1991, the Departvent witl have
in ¢ffect a hold-harmless provision with fespect tc capital reimbursement rates,
The pirpose of this provision is 1o give facilities an opportunity to adjust their
operatians to the new sysiem. Under this provision, faciliries will be paid the
greater of the rate under the prospective eapital rare methodology or the rate based
on reimbursable costs. Beginning October | 1991, alf facitities will be subject 1o
the prospective capital rate methodology described in Section [, F.4.

N
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Anpual Rate Recaleylation

1. Primary Pavment Componem

Rates for the primary patient cace component will be rebased annually. Two
sources of provider-supplied data will be used in this rate rebasing:

«  Ananpual nurﬁing wage and salary survey that the Department will
conduet of all Medicaid-participating nursing facilities in Delaware.

». Nursing home cost report data on nurses® fringe benefits and training
Costs.

For Peer Groups A and B, the 75" percentile wages will be redetermined annually from
the waoge and salary svrvey, and the standard nurse fime faciors will be applied for each
pattient clessificution. The cost report and wage and salary survey will be for the
previous year ending June 30. For Peer Group C, wags surveys and cost FOpOMS are
combined and treated 25 ene facility prior to determining the 75% percentile.

2. Nop-Primary Payment Companents

The payment caps for the secondary, support. and administrative components
will be rebased every fourth year using the computation methods specified in
Seetion E above. Forthe interim periods between rebasing. the payment caps
will be inflated annually based on nsasonable inflation estimates as published
by the Department. Facility-specific payment rates for these cost centers shall
then be catculated vsing these jnflared caps and cost report data from the most
recently available cost reporting period.

The capital floor and ceiling wiil be rebased annughy,

e
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Inflation Adjustinemt

Por dicm caps for primary, secondary, support and administeative cost conters
will be adjusted cach vear by inflation indices. The indlation indices will be

‘obtained from a recognized source and hasad on an appropriate index for the

primary cost center and the following cost centers: secondary, support and
gdministrative.

The intlation factors are applied to the actual nursing wage rales to
compensate for the annual inflation in nursing costs, This adjustoent is made
before the nurse training and benefits are added and the wages mre muliiplicd
by the standard nurse time factors.

Examples of inflation indices thal may be used includes hut is not limited to:

1. Department of Economics. Unlversily of Delaware Health Care Index (or
Other similar university research centers” index).

ta

U.S. Depantment of Labor, Bureau of Labor Statistics, Conswmer Price
Index.

3. CMS Prospective Payment System-Skilled Nursing Facility Inpus Price
Index.

4. CMS Excluded Hospital 2002 tnput Price Index.
5. CMS Excluded Hospiial with Capital lnput Price tndex.

6. CMS Rehabilitation. Psychiatic, and Long Temm Care Hospifal with Capital
Tnput Price Index.

Cost center caps are used 10 set an upper fmit on the amount & provider will
be reimbursed for the costs in the secondary, support, aud administrative cost
zenters. Initiadly, these caps are computed by determining the median value
of the provider™s actual daily costs, then adjusting upwardiy according fo the
particular cost center. The Secondary cost center ¢ap is 115% of the provider
group median, and Administrative costs are capped at 105% of the madian.
Delaware Medicaid will recaleviate non-primary cost center caps every
fourth year, The next rebase will be for rates ¢ffictive January |, 2008 for
Peer Groups A and B and October 1, 2007 for Peer Group C, [n interim rate
years, these cost center caps will not be recomputed. Instead. cost center

19 2008
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caps will be adjusted by inflation factors. The inflation index provided by a
recognized sourco will be applied to the current cop in each cost center in
each provider group to establish the new eap, The actual reporied costs will
be compared to the cap. Facilities with eosts above the cap will receive the
amouny of the cap,

J. Medieare Agaregate Upper Pavment | imitations

The Stae of Delaware sssures CMS that in no ease shall aggregate payments made under this
plan. inclusive of DEFRA capital limitations, exceed the amount that would have been paid
under Medicare principles of reimbursement. As a result of a change of ownership. on or
after July 18. 1984, the State will not incregse paymens to providers for depreciation, intergst
ot capital and relum on equily, in the aggregate, more than the amourit that would be
recogmized under section 1861¢(vX 107 of the Social Sccurily Act. Average projected rates of
payment shall be tested against séich limitations. (n the event that average payment rates
axceed such limitations, rates shali be reduced for those facilities exceeding Medicare
principles as applied to all nursing facilities,

111, Rate Determination ICF/MR and ICFAMD Faciliries

Delaware will recaleulate the prospective per diem rates for ICE/MRs and {CFAMDs annually
for the reimbursement year, January ] through December 31 for Peer Groups A and B and
Octobier 1 through September 30 for Peer Group C. Within Peer Groups A, B, and C defiped
in section 1LA.. there are additonal classifications of facilities that affect reimbursement.
Thay are:

1. Public ICF/MR faciiities of 8 beds or loss.

2. Public ICFMR facilities of greater than § beds.
3. Private [CFMR facilities of 60 beds or less,

4. Public ICE/AMID fagilities,

These facilitics will fall into the peer group that matches their geographic lcation within
the state. Fucilities classilied as ICFMR or ICEAMD shall be rehnbursed their acival total
per diem costs determined prospectively up to a ceiling, The ceiling is set ot the 75™
percentile of the distribution of costs of the facilities in each class.

An inflation factor (as described in 1113 ubove) will be applied to prior year's costs to
determine the current year's rale.

I
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V. Rare Reconsideration

A. Prisary Bate Componen;

Long-term care providers shatl have the right to request a rate reconsideration for alleged
patient misclassification reluting (o the Department's assignment of (he case mix
classification. Conditions for reconsideration are specified in the Depurtment’™s pursing
home appeals process as specilied in the long-ter care provider mantal,

1, Exclusions from Reconsideration

Specifically excluded from patient class reconsiderations are:

« Changes in patient status between regular patiens class noviews,

«  Patient elassification detenninations. unless the losy of revenues for 2 month's
period ol alfeped misclassification equals ten percent or more of the facility's
Medicaid revenues in that month.

12

Procedures for Filing

Facitities shall submit requests for reconsiderations within sixty days after patient
classifications are provided o a facility. All requests shall be submitted in writing
and must be accompanied by supporting documentation as required by the
Department.

3. Datignt Reclassificationy

Any reclassification resulting from the reconsideration process will become
effective on the first day of the month following such rechassification.

B. Nop-Primury Rate Components

Lang-term care providers shall have the right 10 request a rate reconsideration for any
dleged Department miscalculation of ont or more non-primary payment rates,
Miscaleulation is defined as incorrect computation of payment rates from provider
supplied data in aimual cost repors.
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. Exclusions from Reconsideration
Specifically excluded from rate consideration are:
= Depanment classification of cost items into payment cenlers.
«  Peer-group rate ccilings,
.. Depurtment inflaion adjustiments.

= Capital floor and cziting rute percemiles.

2, Procedurcs for Filing

Rate reconsiderations shall be submitted within sixty days after payment rale
schedules are provided (o a facility. All requests shat! be submitted in writing and
must be accompanied by supsonting documematon as requested by the Department,

Rate Adjustments

Any rate adjustinents tesulting from the reconsideration process wilk take place on
the first day of the month following sueh adjustment. Rate adjustments resulting
from this provigion will only affect the facility that had rate miscalculations.
Payment ceilings and incentive amounts for other facilities in a peer group will not
be altered by these adjustments.

L

Reimbursement for Super Skilled Care

A higher rate will be paid for individuats who aeed & greater level of skilled care than that
which is currently reimbursed in Delaware nursing fucilities. For patients in the Super
Skilled program the rate will be determined as follows: '

A summary of cach individual who qualified under the Medicaid program's criteria for a
“Super Skilled™ level of carc will be sent 10 Joca) nursing facifities, which have expressed
an interest in providing this level of care, They will be asked to submit bids, within a
specific time frame, for their per diem charge for caring for the individual. The
Medicaid program will review the bids and select the one that most meets the aceds of
the patient at the Jowest cost,
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Yh, Reporting and Audit Requirements

A. Reporting

All facilities certified to participate in the Medicaid program are required to
maintain cost data and submit reports on the form aud in the format specified by the
Department. Such reports shall be filed annually, Cost reports are due within
ninety days of the close of the state fiscal year. All Medicaid parnticipating facilitics
shall report allowable costs on # state fiscal year basis, which beghns on July [ and
ends the following June 30. The alfowable costs recognized by Delaware are those
defined by Medicare principles,

In uddition, all facilities arc requited to complete and submit an annval norsing
wage survey on a form specified by the Depariment. All facilitics must provide
nursing wage data for the thme periods reguested on the survey form.

For patients in the Super Skilled program, annual Super Skilled bids will be
considered the cost report for Super Skilled services. The nursing facility cost
report must be adjusted to reflect costs associated with care for Super Skilled
paticnts,

Failure to submit timely cost reports or nursing wage surveys within the allowed
time periods when the facility has not been granted an extension by the Department,
shall be grounds for suspension from the program. The Department may levy fines
for failure to submit timely data as described in Section 11D, of the General
Instructions to the Mediceid nursing facility cost repost,

B. Audir

The Department shall conduct a fiold audit of participating facilities, in accordance
with Federal regulation and State law. Both cost reports and the nursing wage
surveys will be subject to audit,

Overpayments identified and documented as = result of ficld audit activities. or
other findings made available to the Department, will be recovered. Such
overpayments will be accounted for on the Quarterly Report of Expenditures as
required by regulation.
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Rate revisions resulting from ficld audit will only affect payments to those facilitics
that had an identified overpayment. Payment cetlings and mcentive paymenis for
other facilitics within a peer group witl not be alered by these revisions.

C. Desk Review

All cost reports and nursing wage surveys shall be subjected {0 a desk review
annually. Only desk reviewed cost report and nursing wagre survey data will be
used o calculaie rates.

Vil Rcimburscmcnt for Qut-of-State Facilities

Facilitics located outside of Delaware will be paid the Iesser of the Medicaid
reimbursement rate from the state in which they are located of the highest rate
established by Delaware for comparably cortified non-state operated facilities as
specified above.

VI, Reimbursement of Anciflary Services

For Peer Groups A and f3:

Oxygen, physical therapy, occupational therapy, and speech therapy will be
roimbursed on a fee-for-service basis. The rates for these services are determined by a
survey of afl enrolled facilitics” costs, The costs are then artayad and a cap set at the
median rate. Facilities will be paid the lower of their cost or the cep. The cap will be
recomputed every three years based on new SUrveys.

The Delaware Medicaid Program’s nursing home rate calenlation, the Patient Index
Reimbursement System. compliss with requirsments found in the Nursing Home Reform
Act and all subsequent revisions. A detailed description of the wiethodology and analysis
used in determining the adjustment in payment amount for nursing facilities 1o take into
account the cost of services required to attain or maintain the highest practicable phvsical,
mental and psychosociel well-being of cach resident cligible for benefits under Title XIX
is found in Attachment A,

For Peer Group C;
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IX. Reimbursement for Pediatric Nursing Feeility Care

The level of reimbursement for clients under 21 vears of age in specialized nursing
focilities that serve pediatric clients will be based on one of three fevels of care as
determined by the DMMA Medical Gvaluation Team. A per diem rate shall be
established for the three levels as follows:

1. Pediatric Skilled Care - the base level

2. Advanced Pediatric Skilled Care - an enhanced level that includes increased
services and costs above the base fevel that are necessary 1o meet the medical
needs of children at this level

Advanced Pediatric Skilled Care Plus - a higher level of reimbursement than the
previous level that includes increased costs of care for clicnts whe are ventilator
dependént, '

b

Until such time as a methodology based on reported facility costs can be developed,
Pediatric Nursing Facility reimbursement shall be based on reasonable and alownbie
costs for cormparable DMMA services that have a demonstrated cost history and that
serve & similar population, adjusted as necessary to reflect the operation of a specialized
inpatient facility. Rates for each level of care shall be computed annually based on prior
year actial reasonable and allowable costs and may be inflated as deseribed in Section
i1.L3. Such rates shall be prospective and {inal snd not subject to cost seitlement. n
addition to ail nursing and operational costs, per diem rates are inclusive of all secvices.
including but not limited to all therapies. supplics, non-custom durable medical
equipment and over-the-counter (O1C) drugs required to treat the child’s medical
condition but do not include custom durable medical equipment for the individual use of
n client or presceription (“legend product™) drugs. which may be billed directly to
Medicaid by the appropriate medical eare provider in secordance with Medicaid pelicy.

Eligible children in Pediatric Nursing Facilities located outside of Delawarc are
reimbursed at the rate for the Delaware Pediatric Nursing Facility level of care to which
they arc assigned after being assessed by the DMMA Medical Evaiuation 'team,

" TN Ne. SPA#07-004 Approval Date, DEC 19 200y
Supersedes
TN No. SP-313 Effective Date Octobey ¥, 2007

e 0 endetbirrremrn
——— T ——ie




MAY-10-2011 20:834 CMS REGION 3 DMCHO 121586142805 P.022

ATTACHMENT 4.19-D
Page 20

As most nuesing facilitics are not equipped to accommodate a pediatric population with
such special needs, payments shall be limited in the aggregate to the amount that would
be reimbursed by Medicare 10 o specialty children®s hospital for such care.
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ATTACHMENT A

Annucd Nursing Home Assurances

In accordance with 42CFR, Part 447, Subpart C, §447.253, Delaware makes the following

findings and assurances: ,

PAYMENT RATES

* Delaware Medicaid pays for long-term care facility services through the use of rates
that are reasonable and adequate to meet the costs that must be incurred efficiently and
economically operated providers to provide services in conformity with applicable State
and Federal laws, regulations and quality and safety standards [42CFR
§447.253(b)Y(1)()].

* Except for preadmission screening for individuals with mental illness and mental
retardation under 42CFR §483.20(f), the methods and standards used to determine
long-term care facility payment rates take into account the costs of complying with the
requirements of 42CFR, Part 483, Subpart B [42CFR §447.253(b)(1)(iii}(A)].

¢ The methods and standards used to determine payment rates provide for an
appropriate reduction to take into account the lower costs (if any) of the facility for
nursing care under a waiver of the requirement in 42CFR §483.30({c) to provide licensed
nurses on a 24-hour basis [42CFR §447.253(b)(1)(ii)(B)].

¢ Delaware establishes procedures under which the data and methodology used in
establishing payment rates are made available to the public [42CER
§447.253(bY(1)(ii)(c)). )

*  UPPER PAYMENT LIMITS. The proposed payment rates will not exceed the upper
payment limits as specified in 42CFR §447.272 [42CFR §447.253(b)(2)].

* CHANGES IN OWNERSHIP OF NFs AND ICFs/MR. Delaware complies with all the
requirements of 42CFR §447.253(d) in determining payments when there has been a
sale or transfer of assets of a NF or ICF/MR.

* PROVIDER APPEALS. Delaware Medicaid provides an appeals or exception
procedure that allows individual providers an opportunity to submit additional
cevidence and receive prompt administrative review, with respect to such issues as the
agency determines appropriate, of payment rates [42CFR §447.253(e)].

¢ UNIFORM COST REPORTING. Delaware Medicaid provides for the filing of uniform
cost reports by each participating provider [42CFR §447.253(D)].

s AUDIT REQUIREMENTS. Delaware Medicaid provides for periodic audits of the
financial and statistical records of participating providers [42CFR §447.253(g)].

* PUBLIC NOTICE. Delaware Medicaid determines that the public notice requirements
in 42CFR §447.205 are not applicable since no changes arc being made in payment
methodology or rates {42CFR §447.253(h)].



Annnal Nursing Home Assurances Page 2

* RATES PAID. Delaware Medicaid pays for long-term care services using rafes
determined in accordance with methoeds and standards specified in its approved State
Plan [42CFR §447.253(i)].

RELATED INFORMATION

In accordance with 42CFR §447.255, Delaware submits the following information:

(a) Lffective October 1, 2001, the nursing facility weighted average per diem rate is as
follows--

Statewide Private Facilities - $152.74
State-Owned Facilities - $244.16

(b) This change will have no short or long term effects on ---

(1) The availability of services on a statewide basis, or

{2) The type of care furnished, or

(3) The extent of provider participation, or

(4) The degree to which costs are covered in hospitals that serve a disproportionate
number of low-income patients with special needs,
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AMENDED STATE PLAN PAGE
ATTACHMENT 4.22-A
Page |
OMBNO..  0938-0193
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: DELAWARE

Requirements for Third Party Liability (TPL) —
Identifying Liable Resources

l. Data Exchange Frequency (42 CFR 433.138(0):
a. SSA wage — quarterly ‘
b, IV-A agency - in Delaware is the same as the Title XIX agency and updates

are available, daily

c, State Workmen’s Compensation files - weekly
d. Motor vehicle - not computerized ~ no match available
e. SWICA - quarterly
f. Health Insurance Carriers — no less than once every two (2) months, unless
written permission is given in advance by the agency
2. Follow-up requirements of 42 CFR 433.138 (g)(1) (i) and (g) (2) (i)

As so0n as any matches on employers are received by the Delaware Client Information
System (DCIS), the system wilt automatically generate a letter to verify health insurance
caverage. This action will be taken within 30 days of the receipt of the match data.

3. State motor vehicle mateh is unavailable because of the information needed for TPL. is
not carried in the State’s motor vehicle automated system. (42 CFR 433.138(2)(3)

4. "Trauma code reports are produced weekly by the fiscal agent. The TPL unit sends an
accident inquiry form to the client/provider within two weeks regarding potential TPL.
Positive responses result in a request for claims history and subsequent bills generated to
applicable insurance company or attorney. Any information on ongoing legally liable
third party resources is immediately entered into the third party database, which is part of
the Medicaid Management Information System (MMIS). (42 CFR 433.138(e)(4)

TN No. SPA #08-002 Approval Date SEP 2 4 2008

Supersedes
TN No. SP-398 ‘ Effective Date July 1, 2008
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NEW STATE PLAN PAGE
SUPPLEMENT TO ATTACHMENT 4.22

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: DELAWARE

STATE LAWS REQUIRING THIRD PARTIES TO PROVIDE
COVERAGE ELIGIBILITY AND CLAIMS DATA

The State has in effect laws that require third parties to comply with the
provisions, including those which require third parties 1o provide the
State with coverage, eligibility and claims data, of 1902(A)(25)(1) of the

1902(A)25)(1)

Social Security Act.

TN No. SPA #08-002 Approval Date SEP 2 4 2008

Supersedes
TN No. N/A Effective Date July 1, 2008




Revision; HCFA-PM-87-9 (BERC) ATTACHMENT 4.22-B
August 1987 Page 1
OMB No.: 0938-0193

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Sate/Territory: DELAWARE
Requirements for Third Party Liability -

Payment of Claims

The State's MMIS identifies liable third parties and all claims submitted for payments
are processed through this system. If the provider has not complied with TPL requirements,
the claim suspends for manual review and appropriate action is taken.

The State of Delaware Title XIX Program seeks reimbursement from liable
third parties in the following instances:

Cost Avoidance Post Payment Recoveries
Pre-payment Third Party Claims Non Accident
Pended Claims for Accidental Injury Related Claims
Al claims where
Amount of proable existence of
money below TPL is established
which it is not are cost avoided $500.00 $100.00
effective to except as provided
pursue a claim. for in the TPL
Action Plan,
Time limit for As accumulated over
which Date of accident | the two year period to
reimbursement is forward. the start of recovery
sought. proceedings.
TN No. SP-343 - Approval Date
Supersedes

TN No. SP-289 Effective Daie 7/1/94




Revision: HCFA-PM-91-8 {MB) ATTACHMENT 4.22-C

October 1991 Page 1
OMB No.:

STATE PLAN UNDER TITLE XiX OF THE SOCIAL SECURITY ACT

State/ Territory: DELAWARE
Citation Condition or Requirement
1906 of the ACT State Method on Cost Effectivness of Employer- Based

Group Health Plans

SEE ATTACHMENT 4.22-C, Pages 2 and 3

Ry

TN No. SP-345 Approval Date

Supersedes

TN No. SP-308 Effective Date 7/1/54

L,



ATTACHMENT 4.22-C
Page 2

State DELAWARE

State Method on Cost Effectiveness of Employer-Based Group Health Plans

The Delaware Medicaid Program intends to review every Medicaid applicant or recipient who is eligible
for enrollment in an employer-based group health plan [as defined in accordance with Section
1906(el{1) of the Social Security Act and §5000(bH1) of the Internal Revenue Code of 19881, The
review will target cost effectiveness. An individual's enrollment in a group health plan will be
determined to be cost effective if all costs associated with the group health plan {premiums,
deductibles, co-insurance, other cost sharing obligations, and administrative costs as allowed by
Section 3910.11 of the State Medicaid Manual as reviesed 04/91) is less than the Medicaid payment
for a set of services equivalent to those covered by the spacific group plan.

Delaware's cost effectiveness variables include, but are not limited to
1} Cost of premium
2) Amount of deductible and co-insurance
3} Covered services
4} Age and sex of case members
5) Family size
6) Category of assistance

The above information is gathered and evaluated in the following manner:

1. Health Insurance Policy Information - Will be gathered at intake and redetermination intervals from
information on the group health plan{s) available to the recipient. The needed information wil}
included the effective date of the policy, benefits and exclusions of the plan, premium amounts,
and general rates of payment, deductibles, and CG-pay amounts.

2. Recipient Information - Staff will obtain information on each recipient on the case, including, but
not limited to: age, sex, county, and aid category.

3. Average Medicaid Costs_- For cases in which a claims payment history is established for the
recipient, the average Medicaid cost will be determined based on the most recent year's
expenditures. For cases in which an actual claims payment history is unavaitable, MMIS data will
be used to create an annual profile of estimated vearly costs for persons similar to the recipient
based on age, sex, county and aid category,

4. Medicaid Costs for Included Services - Medicaid will determine what percentage of Medicaid
expenditures would be covered under the group health plan based on the covered services of the
plan. This will be done by assigning percentages to the dollars spent by Medicaid on the following
services (taken from the MMIS file);

« Inpatient Hospital
QOutpatient Hospital {including ER)
Physician Medical Services (including office visits)
Physician Surgical Services
Lab & X-ray
Prescription Drugs
Maternity Care {including labor and delivery)

FEB 171993

TN No. $P-308 Approval Date
S d
T;\le:.lgs.e neesw paqe Effective Date JUL 0 1 }992




ATTACHMENT 4.22-C
Page 3

State DELAWARE

State Method on Cost Effectiveness of Employer-Based Group Health Plans

When the plan is evaluated against the above services, it will be assigned a percentage to reflect
the services covered under the plan (versus what Medicaid would cover- which would be 100%).
The percentage of services covered by the plan will them be muitiplied by the average Medicaid
costs from step 3.

Group Health Plan Allowable - Generally, employer plans have higher allowables for services than
the Medicaid Program. To determine the amount employer-based group health plans will allow for
the covered services identified in step 4, multiply the amount from step 4 by a chosen factor. This
factor will be either a state specific factor, a national factor, or a group health plan specific factor.

Covered Expense Amount - To determine the covered expense amount (allowed amount minus
coinsurance and deductibles) under the group health plan, we take the allowable amount from the
above step and multiply it by an average group health plan payment rate. The group health plan
payment rate will be based on a state specific factor, a national factor, or a group health plan
specific factor.

Administrative Costs - Administrative costs shall include, but not be limited to, the contractual
costs of changes to the MMIS and to the Delaware Client Information System (DCIS) to allow for
inclusion of non-recipients, tracking, making payments to and contracting with employers or
insurance companies, etc., contractors needed to absorb the workioad of current staff that will
have to be diverted to this project and/or contractors required to develop, test and implement a PC-
based system that will function in place of a DCIS/MMIS interface and tracking system, with the
additional costs of hardware and software to support those systems and any additional staff
needed. Administrative costs shall be reviewed annually and divided by the estimated potential
number of Medicaid eligibles with employer-based group health insurance available.

Cost Effectiveness Determination - The final step will be determining if the group health plan is cost

effective. A plan will be found to be cost effective if the total of the 3 following elements is less
than the average Medicaid costs for the family:

a) the difference between the group health plan allowable {step 5} and the covered
expense (step 6)

b} yearly premium

c) administrative costs

if a group health plan is found to be cost effective, the clients/families will be advised of their
obligation to enroli in that plan as a condition of initial or continued Medicaid eligibility. Failure to enroli
in cost effective employer-based group heaith insurance shall not affect the Medicaid eligibility of any
applicant/recipient who has no control over the enroliment process. The minimum enrollment period in
a cost-effective group health plan will be 8 months for Delaware.

TN No. §P-308 Approval Date':;FEB 1 7 ]993

Supersedes
TN No. _new page Effective Date “ ” " ] E;gz




Revision: HCFA-PM-92-4
AUGUST 1992

{ES0B) Attachment 4.30

Page 1
DELAWARE

Sanctions for Psychiatric Hospitals

State/Territory:
Citation
1902(y) (1}, (a)

1902(y) (2)(a),

and Section
1902(y}(3)

of the Act

(P.L. 101-508,
Section 4755{(a)}(2))

1902(y) (1) (A) (b)

of the Act

1902(y) (1) {B) (c)
of the Act

1802(y) (2)(n) (d)
of the Act

The State assures that the requirements of
section 1902(y)(l), section 1902(y)(2)(A), and
section 1902(y)(3) of the Act are met concerning
sanctions for psychiatric hospitals that do not
meet the requirements of participation when the
hospital's deficiencies immediately jeopardize
the health and safety of its patients or do not
immediately jeopardize the health and safety of
its patients.

The State terminates the hospital's
participation under the State plan when the
State determines that the hospital does not
meet the requirements for a psychiatric
hospital and further finds that the hospital's
deficiencies immediately jeopardize the health
and safety of its patients.

When the State determines that the hospital does
not meet the requirements for a psychiatric
hospital and further finds that the hospital's
deficiencies do not immediately jecpardize the
health and safety of its patients, the State
may:

1. terminate the hospital's participation
under the State plan; or

2. provide that no payment will be made
under the State plan with respect to
any individual admitted to such
hospital after the effective date of
the finding; ox

3. terminate the hospital's participation
under the State plan and provide that
no payment will be made under the
State plan with respect to any
individual admitted to such hospital
after the effective date of the
finding.

When the psychiatric hospital described in {c)
above has not complied with the requirements for
& paychiatric hospital within 3 months after the
date the hospital is found to be out of
compliance with such requirements, the State
shall provide that no payment will be made under
the State plan with respect to any individual
admitted to such hospital after the end of such
3-month period.

TH No. SP=313

Supersedes
TN No. new page

Approval Date ff{;wg '7%

Effective Date fCP{f{'?QM



Revision CMS ATTACHMENT 4.32-A
OMB N¢. Page 1

STATE PLAN UNDER TiTLE XIX OF THE SOCIAL SECURITY ACT
State/Territory DELAWARE

INCOME AND ELIGIBILITY VERIFICATION SYSTEM PROCEDURES
REQUESTS TO OTHER STATE AGENCIES

I actordance with the requirements of 42 CFR 435,940 through 435,960 and Section
1737 of the Act, the Medicaid agency has a system for income and eligibility verification.

This Attachment describes in accordance with 42 CFR 435.948{a)(8) the information that
will ba requested in order to verify eligibility or the correct payment amount and the
agencies and the State(s) from which that information will be requested.

The State of Delaware has an eligibility system that provides for data matching through
tha Public Assistance Reporting Information System (PARIS), or any successor system,
irsluding matching with medical assistance programs operated by other States for the
puirpose of eligibility determination of public programs. The PARIS match helps the State
maintain program integrity by detecting and deterring improper payments.

The PARIS match collects data from three separate data matches: Federal, Velerans
Aflairs (VA}, and Interstate. The Federal match provides information about recipient's
military and civil service benefits. The VA match provides information about veterans’
pansion and compensation benefits. The Interstate provides information about
recipients’ possible receipt of duplicative TANF, Medicaid. and Food Benefits issued by
the: 50 states, Washington, D.C., and Puerto Rico.

The information that is requested will be exchanged with other States and entities legally
entitled to verify title XIX appiicants and individuals eligible for covered title XIX services
consistent with applicable PARIS agreements.

TN Ne.  SPA #11-001 Approval Date ”&pﬁ “ﬁ %ﬁ

Supersedes o rEETEREER
TN Ne. 8P - 238 Effective Date January 1, 2011




Revision: HCFA-PM-B7-4 {BERC) ATTACHMENT 4.33-A

HMARCH 1987 Page 1
OMB Ho.: 0938-0193

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: pELAWARE

HETHOD FOR ISSUANCE OF MEDICAID FLIGIBILITY CARDS
T0 HOMELESS INDIVIDUALS

Delaware residents who are homeless may use the address
of the Division of Economic services and pick up thelr

Medicaid card at the nearest DES office.

The applicant/recipient is informed at the time of their
application, or at the time that they report that they
are homeless, where and when they may pick up their
check and/or Medicaid card. They must pick up the card
in person and are informed of the day and time that the

cards are available.
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Revision: HCFA-PM-91-g9 (MB) ATTACHMENT 4.34-A

October 1991 Page 1
OMB No.:

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: DELAWARE

REQUIREMENTS FOR ADVANCE DIRECTIVES UNDER STATE PLANS
FOR MEDICAL ASSISTANCE

The following is a written description of the law of the
State (whether statutory or as recognized by the courts of
the State) concerning advance directives. If applicable
States should include definitions of living will, durable
power of attorney for health care, durable power of attorney,
witness requirements, special State limitatlons on living
will declarations, proxy designation, process information and
State forms, and identlfy whether State law allows for a
health care provider or agent of the provider to object to
the implementation of advance directives on the basis of

consclence.

-

Information begins on ATTACHMENT 4.34-A, Page la Addendum

TN No. M"Xﬁﬁroval DatFEB 1? }gggffective DateOCT 0 I 1992

Supersedes
TN No. nNeéw page and information
B—— HCFA ID: 7982E



ATTACHMENT 4.34-A
Page la Addendum

STATE PLAN UNDER TITLE XIX OF THE SOCTAL SECURITY ACT
State: DELAWARE
REQUIREMENTS FOR ADVANCE DIRECTIVES UNDER STATE PLANS
FOR MEDICAL ASSISTANCE

The Death with Dignity Law (Title 16, Chapter 25 of the Delaware
Code) authorizes a living will to direct that "maintenance medical

treatment” be withheld or withdrawn.

DEFINITIONS:
Terminally I1l- Any disease, illness, or condition from which there

is no reasonable medical expectation of recovery and which, as a
medical probability, will result in death regardless of the use or
discontinuance of medical treatment implemented for the purpose of
sustaining life.

Maintenance Medical Treatment- Any medical or surgical procedure or
intervention which utilizes mechanical or other artificial means to
sustain, restore, or supplant a,.vital function; and which would
serve only to artificially prolong the dying process. The
"maintenance medical treatment" shall not include the
administration of medication, nor the performance of any medical
procedure necessary to provide comfort care or to alleviate pain.

Artificial Means- Manufactured or technical contrivances which may
be attached to or integrated into the human body, but which are not
a part of the human body.

In Delaware, there have been no court cases or legislative
directives to clarify which procedures would definitely be included
within the meaning of "maintenance medical treatment'. Medication
and comfort-care measures are not considered to be "maintenance

medical treatment™.

The definition of durable powers of attorney is located in Title 12
of the Delaware Code, Chapter 49, Section 4901.

There is no expressed provision identifying whether the State law
allows for a health care provider or agent of the provider to
object to the implementation of advance directives on the basis of

conscience,

The official statement of Delaware's law on advance directives,
prepared by Delaware's Committee on the Patient Self-Determination
Act and adopted by the State's Board of Health, begins on
Attachment 4.34-A, Page 1b Addendum.

TN No. SP-320.
Supegsedes Approval DatEeB 12 1993Effectlve Da&C_T_O_]_ngZ

TN No. new page_and informatiaon.




STATE PLAN UNDER TITLE X1X OF THE SOCLAL SECURITY ACT Page“is'AaééndUm

STATE OF DELAWARE 1
REQUIREMENTS FOR ADVANCE DIRECTIVES UNDER STATE PLANS FOR MEDICAL ASSISTANCE

WHO DECIDES WHAT HEALTH CARE I GET?

As a competent adult, you have the legal right to make your own health care decisions.
Your doctor or another health care professional may advise you and make recommendations
about treatment, You have the right to receive this information in a way you can understand.
You have the authority to say "yes” to any treatment that is offered to you, and to say "no" to
any treatment that you don't want,

WHAT IF MY MEDICAL CONDITION MAKES ME UNABLE TO DECIDE?

In Delaware, if you are at least 18 years old you may make a written “advance
directive” 10 accept or refuse most health care treatments or procedures.  Your advance
directive will tell your doctor what you want if you become unable to decide yourself. Under
Detaware law grou may use any of three t of advance directives: 1) A Living Will, 2) An
appointment of a Health Care Agent, or 3) A Durable Power of Attorney for Health Care.

WHAT IS A LIVING WILL?

A Living Will is a written statement of your wishes about the use of life sustaining
procedures if you are in a terminal condition. You are in a terminal condition if your condition
will result in your death. You may not be in a terminal condition if you are in a persistent
vegetative state. Two doctors must state in writing that you are in a terminal condition. You
may state in your Living Will that, if you are in a terminal condition, you do not want any
procedures that will artificially prolong ‘the dying process.

If you want a Living Will, you must make it while you are still capable and competent
to make health care decisions. Two witnesses who are at least eighteen years old must watch
you sign. You must choose witnesses who are not members of your family, wiil not inherit
anything from you when you die, and do not have to pay for your care. If you are in a
hospital, nursing home or similar facility when you sign your Living Will, you must choose
witnesses who are not employees of the facility. In addition, ¥ you are in a nursing home or
similar facility, one of the witnesses must be a Long Term Care Ombudsman or the Public
Guardian.

CAN A LIVING WILL OR OTHER ADVANCE DIRECTIVE COVER ANY TREATMENT
OR CONDITION?

You may wish to refuse artificially provided food or water. You may wish to refuse life
sustaining treatment even though you are not in a terminal condition. You may put your wishes
in writing even though Delaware law makes no specific provision for doing so in a Living Will
or other advance directive. Your wishes may not be honored in all situations, but they are
more likely to be followed if you state them in writing.

WHAT IS A HEALTH CARE AGENT?

Delaware law allows you to appoint another adult to be your Health Care Agent to
make decisions about your health care if you become unable to decide yourself. The person
you appoint has the power to make the same decisions about health care that you could make
if you were able to decide yourself. Your doctor will determine when it is that you have lost
the ability to decide for yourself.

.

TN Ne BP-320_ FgB 121993

Supersedes Approval bate

TN. No. new page and information

OCT 0T 1992

Effective Dat




o ol VT Page lc Adadendum
STATE OF DELAWARE oy
REQUIREMENTS FOR ADVANCE DIRECTIVES UNDER STATE PLANS FOR MEDICAL ASSISTANCE

You may, if you wish, specify for your agent the types of health care decisions which
you want carried out for you, These <an include refusing life sustaining treatment as well as
other medical decisions. Examples of other medical decisions are to consent to or refuse
SUTEEry Or fests, or to get your medical records. However, you don’t have to instruct your
Health Care Agent in any particular way if you choose not to.

. You must appoint your Health Care Agent in writing, You must sign the document and
it should be witnessed in the same way as a Living Will.

WHAT IS A DURABLE POWER OF ATTORNEY FOR HEALTH CARE?

Another Delaware {aw allows you to have a document naming an adult to make health
care decisions for you. This person must follow any instructions you give in the document.

You may include a Durable Power of Attorney for Health Care in a general durable
power of attorney which would allow the person making decisions for you to act for you in
virtually all matters - legal, personat and financial. You may aiso make a Durable Power of
Attorney for Health Care a "stand alone" document. In either case, the document must be
signed and should be witnessed in the same way as the other advance directives discussed here,

WHERE SHOULD I KEEP MY ADVANCE DIRECTIVE?

You should keep the original and give copies to family members, and to your doctor and
other heaith care providers. It will become a part of your medical records. [ you want, you
can also give copies to close friends, your lawyer or your clergyman,

WHAT IF | CHANGE MY MIND?

You can revoke your advance directive at any time by destroying it, by making a new
one, or by telling two people at the same time that you no longer wish your advance directive
to be effective. You should also, in writing, inform your doctor or other health care provider
and any health care agent you may have named of your decision to revoke.

WILL MY ADVANCE DIRECTIVE BE VALID IN ANOTHER STATE?

State laws vary considerably on advance directives. While the advance directive you
make in one state may be good in another state, there is no guarantee of that. If you move to
another state, you should make a new advance directive in that state.

WHAT HAPPENS IF I MAKE NO ADVANCE DIRECTIVE?

You don't have to make an advance directive if you don’t want one. No doctor,
hospital, nursing home or other health care provider can make you sign one before you get
treatment. - However, if you want your wishes on this subject honored, you should make an
advance directive. Just telling your spouse, other family members or friends about your wishes
may not be enough. Without an advance directive, a court may decide what health care you
will or will not receive whenever you are unable to decide for yourself.

WHERE CAN I OBTAIN MORE INFORMATION?

If you would like more information about how to make an advance directive, about your
rights to make health care decisions, or about other resources that may be able te help you,
you should consult a lawyer or the Long Term Care Ombudsman at 1-800-223-9074 (New
Castle County) or 1-800-292-1515 (Kent/Sussex County).

Date: November 1, 1991

N NO . S Approval DE%@B 12 ikgd Effective DateDCT 011992

Supersedes
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Revision: HCPA-PM-95-4 (HSQB) rAttachment 4.35-A
JUNE 1995 . -

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: DELAWARE

ELTIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Faclilities

The State uses other factors described below to determine the seriocusneoas of
deficiencies in addition to those described at §488.404(b){1):

N/A - no additional information beyond minimal requirements

...-.-——-..-—-....._-.--«--..o-.—.....--....-—....-—---..---.——-—-.--..-—.—.—---—
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Supersedes T Approval Date: nEc 7 1995 Effective Date: 1/1/95
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Revision: HCFA~PM-95-4 (HSQB) " Attachment 4.35-B
JUNE 1995

STATE PLAN.UNDER TITLE XIX OF THE SOCIAL SECﬁﬁITY ACT
State/Territory: —__PELAWARE )
ELIGIBILITY CONDITIONS AND REQUIREMENTS
Enforcement of Compliance for Nursing Facilities

Termination of Provideyr Aqreement: Describe the criteria (a8 required at
§3919(h) (2)(A)) for applying the remedy.
X _ Specified Remedy
{Will use the criteria and

notice requirements specified
in the regulation.}

...-.-—v—_-...-.--..__..-_..._-.—.......—._...—u-.....-._—-u————

TN No._SP-360 .
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Revislon: HCFA-PM-95-4 {HSQOB) Attachmant 4.3%-C

JUNE 1995 .
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: ____ DELAWARE__ N
ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compllance for Nursing Facllities

Temporary Management: Describe the criteria (as required at §1919(h)(2)(A)) for
applying the remedy. ]

X . Specified Remedy Alternative Remedy

{Will use the criteria and (Describe the criteria and

‘notice requirements specifiaed demonstrate that the alternative

in the regulation.) remedy is as effective in deterring
non-compliance. Notice requirements
are as specified in the regulations.)

M mm Am e e A e W ve e s me e em o wr wn m e ee mm e Me e 6 M me R an b e e A ek e ke e e e mae
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Revigion: HCFA~PM-95-4 {HSQB) . Attachment 4.35-D
JUNE. 1995% :

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: QELﬁﬁARE
ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Pacilities

Denial of Payment for New Admissions: Describe the criterla (as required at
§1919(h) (2)(A}) for applying the remedy.

X _ Specified Remedy Alternative Remedy

(Will use the criteria and {Describe the criteria and

notice requirements specified demonstrate that the altarnative

in the regulation.) remedy ias as effective in deterring
non-compliance. Notice regquirements
are as specified in the regulations.)

- e mmw me e mw we wE e e eR R W om oww R em e e em mm e e we e me o th W wm wm ek e me me me e e e

TN No._ SP-360 1 ‘ggﬁ
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Attachment 4.35-E

Revision: HCFA-PM-95-4 (HSQB)
JUNE 1995
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: _ DELAWARE

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilitles

v ne enalty: Describe the criteria (as required at §1919(h) (2} (A)) for

applying the remedy.

X _ Specified Remedy Alternative Remedy

(Describe the criteria and

(Will use the criteria and

notice requirements specified demonstrate that the alternative

in the regulation.) remedy is as effective in deterring
non-~compliance, Notlce requirements

are as specified in the regulations.)
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Revision: HCFA-PM~95-4 (HSQB) Attachment 4.35-F
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: DELAWARE

ELIGIBILITY CONDITIONS AND REQUIREMENTS
Enforcement of Compliance for Nursing Facilities
State Monitoring: Describe the criteria (as required at §1919(h)(2)(A)) for
applying the remedy.

X  sSpecified Remedy Alternative Remedy

e

(Will use the criteria and {Describe the criteria and
notice requirements specified demonstrate that the alternative
in the regulation.) remedy is as effective in deterring

non-compliance. Notice reguirements
are as specified in the regulations.)
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JUNE 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Statae/Territory: DELAWARE
ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilitiee

ansfer residents; Transfer o esidents with clogu : c : Describe
the criteria (as required at §1919(h)(2)(A)) for applying the remedy.

X_ Specified Remedy Alternative Remedy

{Will use the criteria and {(Describe the criteria and

notice requirements specified demonstrate that the alternative

in the regulation.) remedy is as effective in deterring
non-compliance. Notice requirements
are as specified in the regulations.)
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Revision: HCFA-PM-95-4 (HSQB)

‘A Attachment 4.,3%~H
JUNE 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: DELAWARE

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilities

Additional Remedies: Describe the criteria (as required at §1919{h)(2)(A)) for
applying the additional remedy. Include the enforcement category in which the

remedy will be imposed (i.e., category 1, category 2, or category 3 as described
at 42 CFR 488.408}).

N/A - no additional information beyond minimal requirermnents

e e me mm me e e wm me e omm wm e we mas M e aw e e e

TN No. SP-360 3 ﬁ. ~~~~~~~~~~~~~~~
Supersedes . BApproval Date: ﬂgﬁ ‘ \

Bffective Date: 7/1/95
TN No. new page




Revision: HCFA-PM-S1- 10 {BPD) ATTACHMENT 4.38
Page 1
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: DELAWARE
DISCLOSURE OF ADDITIONAL REGISTRY INFORMATION

In addition to full name, address, social security number, date

of written and manual skills test, certification date and finding

of abuse, neglect or misappropriation of property, the registry

can show if the aide was deemed.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAIL SECURITY ACT

State/Territory: DELAWARE

COLLECTION OF ADDITIONAL REGISTRY INFORMATION

Registry has capability of providing:
Sponsors code

Test score data.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE
DEFINITION OF SPECIALIZED SERVICES

Specialized Services for PASRR

As defined in 42 CFR 483.120, Specialized Services for Preadmission Screening and Resident Review
(PASRR) means services that are provided to supplement the care provided by a nursing facility under its
Medicaid per diem payment that are intended to result in the continuous and aggressive
implementation of an individualized plan of care for a nursing facility resident who has a mental illness
or intellectual disability or developmental disability.

Mental lllness

For individuals with serious mental illness, defined in 42 CFR 483.102(b)(1), specialized services, as
defined in 42 CFR 483.120(a)(1), means the services specified by the State which, combined with
services provided by the nursing facility, results in the continuous and aggressive implementation of an
individual plan of care that:

° Is developed and supervised by an interdisciplinary team, which includes a physician, qualified
mental health professional and, as appropriate, other professionals,

e  Prescribes specific therapies and activities for the treatment of persons experiencing an acute
episode of serious mental illness, which necessitates supervision by trained mental health
personnel, and

e  Treatmentis directed toward stabilization and restoration of the level of functioning that
preceded the acute episode.

Specialized Services do not include services that can be routinely managed by a primary care provider.

PECH0H———
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STATE PLAN UNDER TITLE XiX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE
DEFINITION OF SPECIALIZED SERVICES Continued

Intellectual Disability or Developmental Disability and Related Conditions

For individuals with intellectual disability or developmental disability, defined in 42 CFR 483.102(b}{3),
specialized services, as defined in 42 CFR 483.120(a}{2), means the services that are specified by the
State, which, combined with services provided by the nursing facility and other service providers results
in a continuous active treatment which meets the requirements of 42 CFR 483.440(a)(1) and includes
aggressive, consistent implementation of a program of specialized and generic training, treatment,
health services and related services directed toward:

e The acquisition of skills and behaviors necessary for the client to function with as much self-
determination and independence as possible, and

e The prevention or deceleration of regression or loss of current optimal functional status

Specialized Services do not include services that can be routinely managed by a primary care provider.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE
CATEGORICAL DETERMINATIONS

PASRR Level Il Preadmission Screening by Categorical Determination

The following categories developed by the State mental health or intellectual/developmental
disability authorities and approved by the State Medicaid Agency may be made applicable to individuals
identified by PASRR Level | as possibly having serious mental illness/intellectual/developmental disability
/related condition (MI/IDD/RC) when existing data on the individual appear to be current and accurate
and are sufficient to allow the reviewer readily to determine that the individual fits the category. The
data available includes physical, mental, and functional assessments as required by 42 CFR 483.132(c).

An adequate inspection of records for a categorical determination takes the place of the nursing
facility (NF) individualized Level |l evaluation and/or the Specialized Services individualized Level II
evaiuation as indicated below. Categorical evaluation and determination reports as required by 42 CFR
483,128 and .130, are produced, prior to admission, for all categorical determinations.

When existing data is not adequate, or any judgment is required about the presence of serious
mental illness or intellectual/developmental disability, the individual is referred for individualized Level 1i
evaluation. The State mental health or intellectual/developmental disability authority is responsible for:
1. assuring that the categorical determinations meet requirements; 2. assuring that the determinations
are in the best interests of the residents; 3. retaining copies of the categorical evaluation and
determination reports, and 4. maintaining a tracking system for all categorical determinations.

For time limited categories — individuals are either discharged, or evaluated by individualized
Level Il Resident Review, within the specified time limits. Federal Financial Participation (FFP) is not
available for days of NF care after the time limit expires and before a Level || Resident Review is
completed according to requirements.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE
CATEGORICAL DETERMINATIONS

PASRR Level Il Preadmission Screening by Categorical Determination Continued

(Check each that applies, and supply definitions and time limits as required.)

I. Categorical Determination that nursing facility (NF) placement is appropriate. (Level Il Specialized
Services evaluation and determination by the State Mental Health/ Intellectual Disabilities/
Developmental Disabilities Authorities (SMH/ID/DDA) is individualized. A new, individualized, Level i|
Resident Review is required if at any time the resident demonstrates need for services related to serious
mental iliness, intellectual disability, developmental disability, or a related condition, or the admission
exceeds the specified time limit.)

X Convalescent Care: NF services are needed for convalescent care from an acute physical illness which
required hospitalization, and does not meet all the criteria for an exempt hospital discharge. (An exempt
hospital discharge as specified in.-42 CFR 483.106(b)(2) is not subject to Preadmission Screening, at State
option.)

Definition Time limit
No risk to self or others
Admission directly from hospital to NF for same condition can include special | 120 days
medical serv ndividual lacks adequate supports to safely remain in the
community needed medical services, observation or intervention.

X Terminal lliness (as defined for hospice purposes at 42 CFR 418.3: a life expectancy of six (6) months
or less if the iliness runs its normal course). NF admission is not approved to a facility without a hospice
contract unless terminal iliness is documented and the individual waives a hospice contract.

’Ad’ditional Defi‘n‘i‘t‘ion (optional)
No risk to self or others

O Other category(s) defined by the State.

Definition Time limit
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE
CATEGORICAL DETERMINATIONS

PASRR Level Il Preadmission Screening by Categorical Determination Continued

il. Categorical Determination that NF placement is appropriate, and that Specialized Services are not
needed. (Determination that Specialized Services are needed is individualized, not categorical.)

X Medical Dependence: documented severe physical iliness which results in a level of impairment
documented to be so severe that the individual could not be expected to benefit from Specialized
Services. For example: ¢coma, ventilator dependence, functioning at a brain stem level, or diagnosis such
as chronic obstructive pulmonary disease, Parkinson's disease, Huntington's disease, amyotrophic lateral
sclerosis, and congestive heart failure 42 CFR 483.130 (c)}{(3).

Definition ______________ _ ,
No risk to self or others. e : o . (

1 Other category(s) defined by the State, in which a level of impairment is documented to be so severe
that the individual could not be expected to benefit from Specialized Services.

Definition Time limit
(optional)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE
CATEGORICAL DETERMINATIONS

PASRR Level 1l Preadmission Screening by Categorical Determination Continued

HI. Provisional admissions. Categorical Determination that NF placement is appropriate for a brief
period. Option to also categorically determine by the SMH/ID/DDA (not Level | screeners) that
Specialized Services are not needed because stay is expected to be brief and the individual does not
have a history of need for intensive Ml or ID/DD services. (Determination that Specialized Services (SS)
are needed is individualized, not categorical.)

X Delirium: Provisional admission pending further assessment in case of where an accurate diagnosis
cannot be made until the delirium clears.

Additional Definition (optional) SS Not Needed Time limit (<7
’ Categorical days)
| Norisktoselforothers . 0 7 days

X Emergency Situations: Provisional admission pending further assessment requiring protective
services, with placement in the nursing facility not to exceed seven (7) days.

SS Not Needed Time limit
Categorical {£7 days)
o : 7 days

Additional Definition {optional)

X Respite: Very brief and finite stays of up to a fixed number of days to provide to in-home caregivers to
whom the individual with Ml or ID/DD is expected to return following the brief NF stay.

Additional Definition {optional) SS Not Needed Time limit
Categorical
No riskto self or others et ; ‘ Fourteen (14)
TN No. SPA #14-0012 Approval Date_BE(, 4 12014
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: DELAWARE
CATEGORICAL DETERMINATIONS

PASRR Level Il Preadmission Screening by Categorical Determination Continued

IV. Categorical determination that Specialized Services are not needed. (Determination that
Specialized Services are needed is individualized, not categorical. Determination by the State MH/ID/DD
authority that NF placement is appropriate and is individualized.)

X Dementia and intellectual Disability/Developmental Disability (ID/DD). The State intellectual
disability authority (not Level | screeners) makes categorical determinations that an individual with
dementia in combination with intellectual disability or a related condition, does not need Specialized
Services. The dementia is of a severity to affect the individual’s need for or ability to make use of
Specialized Services.

AdditionaI/Deﬁnition (optional)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: DELAWARE

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Survey and Certification Education Program

The State has in effect the following survey and certification periodic
educational program for the staff and residents (and their representatives)
of nursing facilities in order to present current regulations, procedures,

and peolicies.

1. The state routinely sends out mass mailing letters to all providers
when there are pertimnent changes in current regulations, procedures
and policiegs and for informational items.

2. The state has provided state-wide in~service programs when there ig
significant change in regulations.

3. Representatives of OHFLC participate in programs sponsored by other
State Health Care organizations including Delaware Health Care
Association, Division of Aging and others upon request to present
current or changes in regulations, procedures and policies.

4. Appropriate staff from OHFLC respond to all phone and written requests
for information from the health care industry and general public.
Appropriate regulations, information are provided, or where they can
be obtained, when applicable.

Effective Daté [}'T 0 1 1992
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: DELAWARE

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Process for the Investigation of Allegations of Resident Neglect
and Abuse and Misappropriation of Resident Property

The State has in effect the following process for the receipt and timely review
and investigation of allegations of neglect and abuse and misappropriation of
resident property by a nurse aide or a resident in a nursing facility or by
another individual used by the facility iv »~-widing services to such a
resident.

See attached - Rules and Regulations governing Delaware Patient Abuse Law
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RULES AND REGULATIONS
GOVERNING
DELAWARE'S PATIENT ABUSE LAW
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Attachment 4.40-B
SECTION I: DEFINITIONS Page lb Addendum

A. The term "Abuse" shall mean:

1. Physical abuse by intentionally and unnecessarily ioflicting pain or
injury to a patient or resident. This includes, but is not limited to:

a) Striking the patient or resident by using a part of the body, such
as hitting, pushing, kicking, slapping, pinmchirng, beating, shoving,
gexual molestation,

b) Strikipng the patilent through use of an object, such as water in a
zlasy, a rubber band, a towel, etc.

2. Emotional abuse which includes, but is pot limited to:
a) Ridiculing or demeaning a patient or regident.
b) Making derogatory remarks to a resident or patient.
c) Cursing directed towards a patient or resident.

d) Threateming to inflict physical or emotional harm on a patient or
resident.

B. The term "Mistreatment” shall include the intentional, inappropriate use
of medications, isolation or physical or chemical restraints on or of a
patient or resident.

C. The term "Neglect” shall mean:

1. Intentional lack of attention tO physical needs of the patient or
resident including, but oot limited to, toileting, bathing, meals and
safety.

2. Intentiomal failure to report patient or resident health problem to an
immediate supervisor or 1urse.

3, Intentional failure to carry out a prescribed treatment plan for a
patient or resident.

p. The term "Facility” shall include any facility required to be
licensed under Chapter 11 of Title 16 of the Delaware Code. It
shall also include any facility operated by or for the State which
provides long-term care residential services.

E. "Patient Rights Unit" means that unit within the Division of Aging
with designated investigatory powers under 16 Del. C., §1131, et seq.

F. The term "Person” shall mean a human being and, where appropriate, a
public or private corporation, an unincorporated assoclation, a
partnership, a government oT government instrumentality.

TN No.5P-319
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SECTION II: REPORTING
A, Applicability:

1. The Patient Rights Law (16 Del. C. §1131, et seq.) applies to abuse,
mistreatment or neglect of patients or residents in:

a) Any facility required to be licensed under Chapter 1l
of Title 16 of the Delaware Code.

b) anv facllity operated by or for the Stuie whiylh provides
long~tern care residential services, such as Group Homes, Foster
Care Homes,

2. The statute does not apply to patient-to-patlent, or third person-
to-patient incidents; however, a facility in which such an incident
occurs may find itself culpable Lf it fails to take corrective
action in light of such occurrences. It is reccmmended, therefore,
that an investigation be conducted in those instances, but only to
the extent that the facility failed to take steps to provide for
the safety of its residents,

3. Nothing in the statute shall be construed to mean that a
patient or resident is abused, mistreated or neglected for the
sole reason he relles upon, or 1s being furnished with, treatment
by spiritual means through prayer alone in accordance with the
tenets and practices of a recognized church or religious denomination,
nor shall anything im this subchapter be construed to authorize or
require any medical care or treatment over the implied or express
objection of said patient or resident.

4, Long-term care residential facilitles which serve primarily minors are
covered by Delaware Child Abuse Laws. Any referrals coming from these
facilities will be referred to Child Protective Services for
investigation.

5. A report of suspected abuse of a minor residing in a facility covered
under this statute will be referred to the Child Protective Services
for joint investigation with the Patient Rights Unit.

B. Persons required to report:

1. Any employee of a facllity, or anyone who provides services to a
patient or resident of a facility on a regular or intermittent
basis, who has reasonable cause to believe that a patilent or
resident in a facility has been abused, mistreated or neglected
shall immediately report such abuse, mistreatment or neglect.

a) The person who witnesses abuse, neglect or mistreatment
should be the reporting person.

™ Ne, SP-319
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Page 1d Addéﬁdum
b) Any person included under (1) above who falls to make a
report shall be liable for a criminal fine not to exceed
$1,000.

2. Any person not included under (1) above may make a report if they have
reason to believe that a patlent oT resident of a facility has been
abused, mistreated or neglected.

3. The reporting person need no more than 'suspect abuse' to report an
incident. .

€. How to report:

1. When an individual has information which leads him/her to believe that
a patient or resident in a facility has been abused, neglected ov
mistreated, he/she should:

a) Immediately report that informatiom to the Patient Rights Unit of
the Division of Aging by telephone.

1) During regular office hours (Monday through Friday, 8:00 a.m.
to 4:30 p.m.) the telephone npumber to call is:

421-6791
or 1-800-223~9074

11) During non—office hours (evenings and weekends) the telephone
number to call is: 421-6711 (New Castle Co.)
856-6626 (Kent and Sussex)
or 1-800-652-2929

b) Within 48 hours after the phone call, a written report containing
all the available information must be sent to:

1) For a New Castle County facility:

Patient Rights Unit

Division of Aging

1901 N. DuPont Hwy.
New Castle, De. 19720

11) For a facility in Kent or Sussex:

Patient Rights Unit
Division of Aging
Milford State Service Center
11/13 Church Ave.
Milford, De. 19963

11i) The requirement for a written report may be satisfied by a
copy of the facility {neident report, signed by the reporting
person, provided that the report contains the minimtm

information required.

N
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c) Any person required to make an oral and a written report who fails
to do so shall be liable for a criminal fine not to exceed $1,000.

When failure to report comes to the attention of the Patient Rights
Unit, the unit shall {nvestigate and forward information to the
Attorney Geperal for prosecutiou/determination.

D. Contents of Reports:

1.

When an ipdividual makes a report of suspected abuse, mistreatment oOr
neglect to the Patient Rights Unit, that report should iuclude, at a
mimimum, the following information:

a) Name, sex, age of patient or resident allegedly belng abused,
neglected or mistreated.

b) Name, address and telephone number of the facility.

¢) Name, address and position or relationship of the reporting
individual; where, when he/she may be contacted.

d) All information about the nature and extent of the alleged abuse,
neglect or mistreatment.

e) Circumstances under which the reporting person became aware of the
alleged abuse, neglect or mistreatment.

£) The nature and extent of the reporting person’'s coutact with the
-resident in question.

g) Information of prior incildents of abuse, neglect, mistreatment to
the resident in questlon, oOT by the suspected perpetrator to other
residents.

h) Information about any corrective action taken or treatment provided
to the patient or resident in question.

1) The condition and functlonal status of the resident in question
(e.g., level of functionm, mobility, mental status).

j) The times and dates of witnessed incidents.
k) The identities of other witnesses of the same events.
1) Whether other residents of the same facility are being victimized.

m) Any other available {nformation pertaining to the alleged abuse,
neglect, or mistreatment.

£. Confidentlalley:

1. The Patient Rights Unit will treat the identity of the reporting
{pdividual as confidential iaformation.
TN No. SP-319
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-

No person making any oral or written report pursuant to this
subchapter shall be liable in amy civil or criminal action by reason
of such report where such report was made in good faith or under the
reasounable belief that such abuse, pistreatment or neglect has taken
place.

No facility shall discharge or ip any manner discriminate or retaliate
against any person, by any means whatsoever, who 1in good falth makes
or causes to be made, a report under this subchapter, or who testifles
or wha 1s about to testify in any proceeding concerning abuse,
mistreatment or neglect of patients c. regidents Jn said facility,

Any facility which discharges, discriminates or retaliates against a
person because he has reported, testifled or ig about to testify
concerning abuse, mistreatment or neglect of patieuts or residents,
shall be liable to such person for treble damages, costs and
attorney's fees. Where a facility discharges, demotes or retaliates
by any other peans against a person after he made a report, testified
or was subpoenaed to testify as a result of a report required under
this subchapter, there shall be a rebuttable presumption that such
facility discharged, demoted or retailated against such person as a
result of such report or testimouy.

This section shall not apply to any person who has engaged in the
abuse, mistreatment OT neglect of a patient or resident,

Police Involvement:

1.

3.

-

The appropriate police agency must always be contacted in cases where
abuse, neglect or mistreatment has resulted in death, or if the
patient's health or safety is in jeopardy from further abuse, neglect
or mistreatment, The Patient Rights Unit shall assure that this has
been done.

Police should also be {nvolved in those situatiouns which are
traditionally part of their work:

a) In cases of serious physical injury (assault). This can be defined
as physical injury which creates a substantial risk of death, or
which causes serious or prolonged disfigurement, impairment of
health or loss or impairment of any bodily organ.

b) In cases of rape.

When conditions stated im (1) and (2) above exist, police must be
contacted at the earliest possible time.
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SECTION III: INVESTIGATION AND SCREENING

A. Intake and Screening:

1.

Verbal reports of abuse, neglect, mistreatment of resldents shall be
taken by the designated Human Service Worker.,

All information from a verbal report will be entered on a standardized
intake form.

Sereening will be dome by the designated person om the investipatiig
team.

Each report will be considered on an individual basis for
appropriateness and urgency of response.

The following will be notified by the Patlent Rights Unit if an
investigation of reported abuse, neglect, mistreatment is to be done
by that Unit: :

a) The Attormey General's Office.

b) The Administration of the facility involved.

B. Investigation:

1.

In all cases of suspected resident abuse, mistreatment or neglect
reported pursuant to 16. Del. Code, §1131, et seg., the Patient
Rights Unit of the Division of Aging will: '

a) Conduct its investigation of the complaint within 24 hours after
recelving the oral report i1f there is any cause to belleve that the
patient's or resident's health or safety is in immedliate danger
from further abuse, wmistreatment or neglect.

b) Conduct its investigatiocn of the complaint within 10 days after
receiving the oral report in all other cases.

At a minimum, the investigationm will iaclude all of the following
elements:

a) A visit to the facility invoived;

b) A private interview with the resident allegedly abused, mistreated
or neglected;

c) Observation of resideant within facility environment, 1f possible;
d) Ap examination of the patient's or resident's medical and other

records, as well as any other evidence which may be relevant to the
issues involved;
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Determination:

1.

Attachment 4.40-B
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..7-..
e) Assessment of resident's functional level (physical and wental);

£) An examinatiom of reports, documents, etc., prepared by the
facility which relate to the incident or the faciliry's
investigation of that incident;

g) An evaluation of the nature, extent and cause or causes of the
injury or harm suffered by the patient or resident in question;

h) Interviecws with any and all potential witnesses who mav have
informriiou which is relevant ©o the issues invelvee ¢ ¢ who are

reasonably available for such an interview;

1) An attempt to determine the identity of the person or persous
responsible for the alleged abuse, mistreatment or neglect;

3} An interview with the person or persons allegedly responsible for
the suspected abuse, mistreatment or neglect, whenever their
identity can be determined and an interview with them is reasonably
possible; and '

1

k) An evaluation of the environment within the facility and the risks
of physical or emotional injury or harm to other patients or
residents.

All information shall be in a written report and presented to the
person(s) responsible for determinatlon of the case.

The investigation by the Patient Rights Unit is a preiiminary
investigation of allegations and not an accusation; therefore,
investigators will interview one on omne wilthout unlon or ;
administrative involvement. The “rights” of the person being
{nterviewed go into effect when the preliminary findings turm
allegations iato accusations, i.e., a person becomes a suspect.

In order to assure uniformity, the Director of the investigative team
will review all investigation reports for concurzence.

At the conclusioz of its investigation, the Patient Rights Unit will
prepare a final determination of whether or not sufficiemt credible
evidence exists to sustaln the allegatious contalned in the report.

a) If the findings indicate that patient or resident abuse, i
mistreatment, or neglect has occurred and that a particular }
facility staff person 1s responsible for that abuse, mistreatment
or neglect, the Divisiom will refer the matter to the Attorney
General's Office for appropriate actiomj
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b) If the investigation reveals that a person who 1s required by 16
Del. Code, §1121, et seq., LO report suspected patient or resident
abuse, mistreatment or neglect has failed to do so, the Patilent:
Rights Unit will refer the matter to the Attorney General's Office
for appropriate action;

¢) Upon finding that abuse, mistreatment or neglect has occurred Iin a
facility, the Unit or the Attorney General shall notify the
appropriate licensing board and, 1f such facility receives public
funding, the appropriate state or federal agency. 1f, after a
hearing, it 18 determined that a membay ¢% the weawd of directors
or a high managerial agent kuew that paulents ou vumidents were
abused, mistreated or neglected and failed to promptly take
corrective action, the appropriate board shall suspend or revoke
such facility's license;

d) If the person identified in (b) above is a licensed professional,
the Patient Rights Unit will, after clearance from the Attorney
General's Office, notify the appropriate licensing board in order
pot to prejudice possible litigatilonm;

e) If the findings indicate that there 1s a pattern of incidents of
abuse between patients or residents and the facility might be
deemed negligent for the subsistence of that abuse, the Division
will refer the matter to the Attorney Gemeral’s Office for
appropriate action.

The Patient Rights Unit shall attempt O determine validity of the
reported abuse, neglect, mistreatment; but not determine the gullt or

innocence of the accused.

The Patient Rights Unit shall inform the Chief Administrative Qfficer
of the facility upon the completion of the investigation.

SECTION IV: FACILITY RESPONSIBILITIES

A. Reporting:

1.

All facilities covered under the law shall adopt and implement written
policies aund procedures for reporting and respondlang to incidents of
suspected patient abuse, mistreatment or peglect. At a minimum, these
policies and procedures should ensure that:

a) All incidents of suspected patient abuse, mistreatment or neglect
are reported immediately to the Patient Rights Unit of the Division

of Aging.

™ No. SP-319 : . ~ .
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b) Any and all available information which may be relevant to a
Division investigation of suspected patient abuse, mistrearment or
neglect is made available to the Division upon request.

¢) Reasonable efforts are wade to facilitate the Division's attempts
ro interview any and all potentlal witnesses who may have
{nformation which 1ls relevant to the lssues invelved in the
investigatlon.

d) Each facility shall have a written policy regarding internmal
investigation procedures in reported/suspected cases of abuse,
neglect, mistreatment.

e) The facility must implement their intermal investigation policy
concurrent with a direct/immediate report to the Division for
external investigation.

€) The results of the facility internal lamvestigatiom shall be made
available to the Patlent Rights Unit during their investigatiou.

B. Protective Action:

1. Wheumever a patient or resident has suffered physical or psychological
harm as a result of suspected abuse, mistreatment or neglect, a
long-term care facility should immediately take any and all protective
and/or remedial actions which are reasonably necessary to prevent
further harm to that patient or resident and/or all other patients or
residents. Such protective and/or remedial action should not be
delayed solely because the Patient Rights Unit has unot completed its
investigation. This actiocn should include an immediate physical
examination where injury has occurred or is suspected.

2. A long-term care facility should also take reasonable and appropriate
preventive and/or remedial measures to protect patients or residents
from verbal abuse, intimidation or coercion by means of threats to use
physical force, violations of a patient's right ro be treated with
dignity and respect and/or other unreasonable risks of physical or
psychological harm.

C. Preventive Training:

1. 1In order to prevent abuse, mistreatment and neglect to the naximum
extent possible, each long-term care facility shall provide regular
orientation and in-service training programs for all facility
personnel which emphasize the following:

a) Techniques for management oI difficult patients;

b) Identification of factors which contribute to or escalate hostile
behavior;

c) Assessment of personal responses tO aggressive or hostile behavior;

™ No. SP-319 ’
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d) Identification of employece and resideot coping behaviors, and
reinforcement of positive and adaptive behaviors;

e) Use of intervention techmiques, including verbal responses and
safe, noo~injurious physical control techniques, as therapeutic
tools for hostile patients;

£f) Close observation of new employees during orlentation;
g) Interdisciplinary program planning for patients or residents;

h} Orientation to employee respousibilities under the Patient Rights
Law; including §1131 et seq.

D. Preventive Administrative Policles:

1. In addition, in an effort to prevent patient abuse, mistreatment or
neglect, long-term care facllitles should adopt and implement
administrative, management and personmel policiles and practices which
include: '

a) Careful interviewing of employee applicants;
b) Close examination of applicant references prior to hiring;

¢) Cooperation with other facilities in providing information about an
employee's ability to handle difficult patients to prospective
amployers;

d) Staff support programs;
e) Close scrutiny of incident reports;
£) Careful pre—-admission assessment of patients;

g) Development of patient care plams which include approaches to
dealing with patients who may provoke hostile behavior by staff
members or fellow patients;

h) Provision of relevant information regarding difficulr or
emotionally unstable patients, and approaches to be used in caring
for them on a systematlc basis;

1) Distribution of Patient Rights brochures to staff;

j) Make Patient Rights brochures available to patients, residents,
guests, familly;

k) Display of Patient Rights Law Posters in areas that are visible to
any perscn entering facility.

TN No. SP-319 & s
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: DELAWARE

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Procedures for Scheduiing and Conduct of Standard Surveys

The State has in effect the following procedures for the scheduling and conduct
of standard surveys to assure that it has taken all reasonable steps to avoid

giving notice.

The Office Health Facilities Licensing and Certification conducts surveys
of all certified long term care facilities. Surveys ave scheduled subject
to change up to three months in advance by supervisory personnel. Staff
are informed of assignments at monthly staff meetings. All staff have
been instructed that information regarding survey schedule is mot to
leave the office. All surveyor staff have signed, and understand the
HCFA policy regarding "unannounced surveys". This policy is periodically
reinforced at staff and office meetings.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: DELAWARE

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Programs to Measure and Reduce Inconsistency

The State has in effect the feollowing programs to measure and reduce
inconsistency in the application of survey results among surveyors.

1, State orientation and HCFA sponsored basic surveyor tra2ining program
i1s required of all long towva care surveyors.

2, All long term care surveyor staff was required to attend Region III
and HCFA sponsored "Documentation Training".

3. All results of surveys are reviewed by supervisory personnel prior
to finalizing the report. Discrepancies are noted and discussed with
SUIvVeyors.

4. Monthly staff meetings are held with time allocated for dissemination
and review of Regional Office and HCFA directives and interpretations
and overall problems noted in survey programs.

5. Special in-gervice sessions are planned and held for all survey staff
when major changes in survey procedures, forms usage are mandated
by HCFA.

6. Computer printouts of comparison of survey "citations" comparing D
Delaware and the other states in Region III and the nation are
evaluated.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: DELAWARE

FLIGIBILITY CONDITIONS AND REQUIREMENTS

Brocess for Investigations of complaints and Monitoring

The State has in effect the following process for investigating complaints of
violations of requirements by nursing facilities and monitors onsite on a
regular, as needed basis, a nursing facility's compliance with the requirements
of subsection (b), (), and (d) for the following reasons:

(i) the facility has been found not te he in compliance with sush
requirements and is in the process of correcting deficiencies to achieve
such compliance;

{idi} the facility was previously found not to be in compiiance with such
requirements and has corrected deficiencies to achieve such compliance,
and verification of continued compliance is indicated; or

{(iii) the State has reason to guestion the compliance of the facility with
such regquirements.

1. See attached complaint brocess policey.

2, All plans of correction sent to facilities as a result of a complaint are
reviewed for acceptability. Additional information or amended plans of
correction are requested as indicated. Follow-up visits or phone contacts
are scheduled dependent upon nature and extend of problems noted. Written
periodic monitoring reports may be requested of the facility.

3. Prior to all annual surveys, team leader checks the complaint file to see
if any investigations, for that facility, have occurred during the year.
If deficiencies were noted, facility compliance is monitored.
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HEALTH FACILITIES LICENSING AND CERTIFICATION

DELAWARE DEPARTMENT OF HEALTH AND SOCIAL SERVICES

COMPLAINT PROCESS POLICY

1. Written and telephone complaints (preferably when agency or individual
iz identified) will be investigated. If complaint(s) concern issues
affecting health and safety of patients, investigation will be made
within two work days. All other cowplaints will be investigated
depending on the nature of the complaint as follows: a) within twenty
work days or b) at the time of the next survey or <} the next follow-

up visit.

2. Complaints will be investigated only when specific details and specific
problems are identified.

3. Complaints involving an accredited hospital are to be referred in
writing immediately to the Philadelphia Regional Office of Health Care
Financing Administration. The Regional 0ffice will direct the survey
agency to evaluate specific areas of the hospital's operation. An
onsite survey will be conducted in accordance with procedures set forth
in the Medicare/Medicaid State Operations Manual section 3264
(Conducting An Accredited Hospital Complaint Investigation).

4, All complaint investigations involving federally certified facilities
are to be performed and documented in accordance with the federal

operations manual procedures.

5. A narrative report and deficiency forms as appropriate are to be
completed by surveyor conducting complaint investigation.

6. All complaint investigations are unannounced and witnessed by another
surveyor when possible. Observations of patient care must include at
least a 3-5% gsample size of total census which is randomly selected.
Appropriate documentation will be made for these observations.

7. Name of complaintee and the findings of the investigation remain
confidential. Letter is to be written by surveyor to complaintee of the
facts of his or her investigation with proposed action if applicable.

8. Letter is to be written by surveyor and/or director to the health care
facility indicating facts of the investigation and corrective action
that needs to be made by the facility. State and Federal deficiency
forms with plans of correction are to be utilized as appropriate.

9. All complaint reports are maintained on file with release of information
only by the approval of the director or acting director or a court
order. Notification of complaint findings will be made verbally and/or

written to appropriate parties.
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INSTRUCTIONS FOR COMPLAINT VISTT LOG

The following procedures are to record comnlainis received by the Office
of Health Facilities Licensing and Certification:

Numerical number seauence of complaint being
recorded,

Column A

CoTumn B - Indicate date complaint was received at the
office.

Column C - Identify the facility or agency the complainant
has named.

Column D - Identifv problems of service areas from the
) comnlaint worksheet.

Column E - Indicate the findings of the complaint investigation
as to verified, not verified, not relevent.

Column F - Indicate if deficiencies have been sent to facility
or agency and if for state and/or federal citations.

Column G - Indicate if complaint was referred to another agency
for investigation bv a ves or no. If ves, please
indicate.

Column H - Who was informed verbally and in writing of the
complaint findings; i.e. complainant, County Health
Office, Delaware State Board of Health, Philadelvhia
Regional Office, etc,
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ATTACHMENT 4.42-A Page 1
STATE PL. AN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
' State/Territory: DELAWARE

FALSE CLAIMS ACT ATTACHMENT

1. The Delaware Health and Social Services (DHSS), the single state agency, will identify
those entities, defined in §4.42(a)(1)(A), that must comply for CY 2007.

2. DHSS will request copies of an affected entily’s written policies, and the plan to
disseminate those policiés to staff, within three (3) months of State Plan approval.

3. Affected entities® written policies and procedures, except employee handbooks, will be
reviewed for compliance in accordance with §4.42(a)3). These written policics and
procedures must be submitted to DHSS by July 1, 2007.

4. Thercafter, DHSS will contact affected entities by Januvary 31% for any update or
change to its written policies. DHSS will accomplish this verification by entity survey.

5. New affected entities identified each year will be required to submit by April 1* their
polices and dissemination plan, except employee handbooks, and will be handled per #2,
3. 4.

6. DHSS bas a range of sanctions contained in its administrative regulation for non-

compliance with Medicaid policies. These sanctions range from requiring a plan of
correction to termination from the Medicaid program. These sanctions will be applied to
non-compliance with the “Employee Education About False Claims Recovery.”

TN No. #07-001 Approval Date LI § B 2007
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ETATE PLAR UNDER TITLE XIX OF THE SOCIAL SECURITY ACY
STATE OF DELAWARE ’7
ATTACHMENT 7.2-A 49 1%

METECDS OF ADMINISTRATION-CIVIL HIGHTS

Contracts and agreementa with providers stipulate that they must abide by

Title VI of the Givil Rights Act of 1964, If a complaint is regintered by
& reciplent, & hearing is gcheduled in accordance with the atate's hearing
process at which the complainant and the provider preaent naterial rela'{::lng

to the alleged discrimination,

Complainants alao have an eption of prementing thelr complainte directly
td the Secretary of the Department of Health and Social Services, to the
Human Belations Commiseion of the State of Delsware or to thu Secretary of
the Department of Hualth apd Human Ssrvices.

Hoticea are posted in all agency offices as well as hospitals and institutions
participating in the Title XIX Program. These notlces briefly swmarize
the Civil Rights regulations. A1l employees throughont the Siate's Staff

velopment and Training Program are instructed in rules and.regulations with:- )
reégard to Civil Righte. All recipientn arve Informed of?thedw rightn undar i
the Civil Bighte Act and advised to regieoter complainta If it ia alleged . :
‘that any employee of tho Diviejon is in violation of thaviAetyr Hearfings are -~ ~r ©na o el
then sohaduled to determine tha validity of the &llegation. The eetablished
hearings procedure is always available,

- Pexrdicodic review of agencies and vendors 1ie made in accordance with the . .
eptablished procecdures.

The methode of adminimtxation for Title VI apply to the Division of Rocnomic
Sexvices ns they do to all Diviscns within the Department. of.Health and Seelal. .. ... ..

Services.

Revised n)1/82
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